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ABSTRACT 
 
The negative physical and psychological consequences of caregiving have been 
recognised for several decades. Older spousal caregivers are a particularly vulnerable 
cohort of carers who are not only over-represented among informal carers but also 
have their own healthcare needs to consider. As the population of many developed 
countries age and with a concomitant rising prevalence of chronic illness and 
disability, the demands on spousal caregivers will increase. Theoretical frameworks 
of how caregivers and care-recipients adjust to the need to provide and receive care 
have evolved. These models range from those that consider an individual’s coping 
and adjustment separately from that of their partner, to couple-level or dyadic 
conceptualisations of coping and adjustment. The Developmental-Contextual Model 
of Couples Coping with Chronic Illness is a recent, empirically derived theory that 
proposes that couple members influence each other’s appraisal and coping efforts 
which in turn influence the couple’s adjustment to illness. The type of appraisal and 
coping strategies used and the congruence (similarity) of the appraisal and coping 
between couple members influence the adjustment of the couple. The 
Developmental-Contextual Model of Couples Coping with Chronic Illness also 
proposes that individual differences in relationship functioning will impact couple 
appraisal and coping. Despite this, little by way of clear individual differences are 
proposed by the Developmental-Contextual Model of Couples Coping with Chronic 
Illness.  To fill this gap, attachment theory, a widely studied theory of individual 
differences in relationships and distress regulation provides an important perspective 
to study relationship functioning within the Developmental-Contextual Model 
framework. In integrating attachment theory with the Developmental-Contextual 
Model of Couples Coping with Chronic Illness, a mediation model of dyadic coping 
with chronic conditions is proposed in which couple-level congruent and incongruent 
xiii 
 
appraisal (i.e., threat, harm) and couple-level congruent and incongruent coping 
strategies (i.e., constructive coping, hyperactivated coping, deactivated coping) are 
hypothesised to partially mediate the link between couple-level attachment and 
couple-level psychological adjustment whilst controlling for the couple’s functional 
independence.  The research aims of this thesis were to investigate the proposed 
mediational model cross-sectionally and longitudinally.  
Older couples (≥65 years) for whom one member had a chronic illness or 
disability were recruited with both members completing a paper questionnaire on 
three occasions (time one – baseline; time two – six months post baseline; time three 
– 12 months post baseline). The cross-sectional component of the study involved 67 
couples and the longitudinal component involved 49 couples. Most couples were 
married (95.5%) with an average relationship length of 44 years. The caregiver was 
more likely to be female (65.7%). Common Fate Modelling (CFM), a type of 
structural equation modelling, was used to analyse these data in which the variables 
are presented as ‘couple-level’ constructs. For each of the cross-sectional and 
longitudinal analyses, three mediational models were tested; one in which both 
members of the dyad used the same appraisal and coping strategies (‘congruent’ 
model) and two in which the members of the dyad used different appraisal and 
coping configurations (‘incongruent’ models). All mediational models were a good 
fit for these data, supporting a couple-level conceptualisation of coping and 
adjustment to chronic conditions. All the models explained a substantial amount of 
variance in couple-level psychological maladjustment (cross-sectional = 55%-58%; 
longitudinal = 43%-46%). In the cross-sectional models, couple-level functional 
independence was negatively associated with appraisals, most couple-level coping 
configurations, as well as having direct and indirect effects with psychological 
maladjustment. Couple-level attachment demonstrated significant direct associations 
xiv 
 
with only some coping strategies; however, a number of indirect effects between 
attachment and psychological maladjustment were evident mediated by dyadic 
appraisal and coping. Threatening appraisals and congruent hyperactivated coping, 
along with other additional incongruent forms of coping were associated with 
psychological maladjustment.  In the longitudinal models, significant associations 
were found between couple-level functional independence which predicted couple-
level psychological adjustment 12 months later. In addition, congruent threatening 
appraisals exerted an influence of psychological adjustment six months later. These 
findings not only reinforce the value of a dyadic approach to understanding how 
couples manage the presence of chronic conditions as a shared experience, but the 
findings highlight the importance of functional independence, appraisals and coping, 
and indirect effects of attachment on the impact of the wellbeing of couples. 
Approaches to aged care and chronic illness management that accommodate a dyadic 
perspective are required if more effective and more efficient care is to be provided to 
this very important but vulnerable cohort of people.  
 
 
1 
 
CHAPTER 1 
 
Australia, like most developed countries, has an aging population; by the turn 
of the next century more than one third of all Australians will be aged 65 years and 
over (Australian Bureau of Statistics, 2012a). This demographic trend shapes the 
health and social care needs of the nation. While the majority of older Australians 
(94%) live in their own residences in the community, they live with increasing illness 
and disability. For example, nearly half of Australians (49%) aged 65-74 years have 
five or more long-term health conditions, a rate that increases to 70% for people aged 
85 years and over  (Australian Bureau of Statistics, 2012b).  Despite these health 
conditions, many older people can continue to live at home because of the provision 
of informal care. Informal carers are most frequently spousal partners, who are older 
themselves and have their own functional limitations (Australian Bureau of Statistics, 
2008).  
While caregiving can be a positive experience (Buchanan & Huang, 2012; Li 
& Loke, 2013; Rodrigue et al., 2010), the negative physical and mental health 
consequences of caregiving have been documented for several decades (Bigatti & 
Cronan, 2002; Chentsova-Dutton et al., 2000; Ji, Zӧller, Sundquist, & Sundquist, 
2012; Malphurs & Cohen, 2005; Robinson-Whelen, Tada, MacCallum, McGuire, & 
Kiecolt-Glaser, 2001; R. Schulz & Beach, 1999).  Care-recipients too, though much 
less well studied, experience negative effects of being a spouse that is receiving 
informal care (Malphurs & Cohen, 2005; Newsom, 1999; Newsom & Schulz, 1998). 
Therefore, whether one is providing care or receiving care, older people are a 
vulnerable cohort that are at increased risk of mental and physical health problems 
arising from the management of chronic conditions.  
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Historically, research has examined the experience of an illness or disability 
from the perspective of the person afflicted, or has looked at what the caregiver 
provides and the resulting carer burden. Illness and disability, however, impose 
stressors and strains that are experienced by both members of the couple, making the 
management and impact of chronic conditions a dyadic phenomenon (Christakis & 
Allison, 2006; Hoppmann, Gerstorf, & Hibbert, 2011; Ji et al., 2012; Malphurs & 
Cohen, 2005; Newsom & Schulz, 1998; R. Schulz et al., 2009; Zivin & Christakis, 
2007). This thesis argues the importance of conceptualising and studying couple 
coping with chronic conditions from a dyadic perspective. This dyadic approach has 
been enabled by the development of data analysis techniques capable of modelling 
interdependent data such as Actor Partner Independence Models (APIM) and 
Common Fate Modelling (CFM) (Cook & Kenny, 2005; D. A.  Kenny, Kashy, & 
Cook, 2006; D. A. Kenny & la Voie, 1985; D. A. Kenny, Mannetti, Pierro, Livi, & 
Kashy, 2002).   
The theoretical framework guiding this investigation is the Developmental-
Contextual Model of Couples Coping with Chronic Illness (DCM) (Berg & 
Upchurch, 2007). The DCM is an empirically derived model of coping with illness 
across the adult lifespan that focuses on romantic dyads. In the DCM, coping with a 
chronic condition is presented as an interdependent process rather than an intra-
individual process.  The DCM is structured around three temporal dimensions that 
influence the appraisal of stress, coping efforts, and adjustment of the couple. These 
temporal dimensions include where the couple is in their developmental lifespan, the 
stage that the chronic condition has progressed to, and an iterative appraisal and 
reappraisal process. These temporal processes are discussed in the thesis with 
particular emphasis given to the appraisal and reappraisal process; a dimension that 
has the hallmarks of the appraisal and coping process advanced by Lazarus and 
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Folkman in their Transactional Stress Theory (TST) (Folkman & Lazarus, 1985). 
The DCM however has extended the TST’s focus from individual appraisal and 
coping to a framework where coping is regarding as a dyadic process. The DCM 
suggests that the coping strategies used by one member of the couple influence the 
coping of their partner and that the type and congruence or incongruence of coping 
strategies employed by the couple (i.e., the use of the same or different coping styles 
by both members of the couple) influence the couple’s psychological adjustment. 
While there is evidence that confirms that couple coping is an interpersonal process 
(Kouros & Cummings, 2010; Olsen Roper & Yorgason, 2009; Pruchno, Wilson-
Genderson, & Cartwright, 2009; Schokker et al., 2010; Windsor, Ryan, & Smith, 
2009), knowledge is lacking about which congruent and incongruent coping 
combinations are associated with the wellbeing of couples, especially over time.   
Despite the DCMs emphasis on the coping amongst couples, the DCM falls 
short of integrating a comprehensive theoretical exposition of how relationship 
dynamics shape couples’ navigation of stressful situations. The relevance of 
individual differences in influencing appraisal, coping and adjustment has been 
substantiated (Bolger & Zuckerman, 1995; David & Suls, 1999; Gunthert, Cohen, & 
Armeli, 1999; Pai & Carr, 2010; Traupman, Smith, Florsheim, Berg, & Uchino, 
2011).  To address the omission of relationship processes in shaping how couples 
cope with stressful situations, attachment theory (Bowlby, 1969/1982)—a widely 
studied theory of relationships and distress regulation—is integrated in the research 
model examined in the current study of how couple’s cope and adjust to chronic 
illness.  
To this end, a mediation model of coping with chronic illness is presented 
and tested with the aim to determine the extent to which couple congruent 
(similarity) or incongruent (dissimilarity) appraisal and coping, mediate the 
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association between couple attachment and couple psychological adjustment. These 
mediational pathways were examined from a cross-sectional and longitudinal 
perspective (i.e., over a 12 month period).  
1.1 Thesis Overview 
Chapter one of this thesis provides a broad introduction to the research 
problem and how it has been conceptualised and investigated, as well as presenting 
an overview of the thesis layout and structure. Chapter two of this thesis describes 
demographic trends as well as the physical and mental health consequences of 
caregiving and care-receiving among older spousal couples that makes this research 
area significant and in urgent need of investigation. The factors that contribute to 
strain and relationship quality are highlighted to demonstrate the dyadic nature of 
couples coping with chronic conditions. In chapter three the Developmental-
Contextual Model of Couple Coping with Chronic Illness (DCM) (Berg & Upchurch, 
2007) is examined for its account of couple coping as a dyadic phenomenon. The 
theory and evidence for Transactional Stress Theory (TST) (Folkman & Lazarus, 
1985) is also examined as a seminal theory of appraisal and coping as a process 
which is central to the DCM, but not comprehensively addressed within this 
framework. In chapter four, attachment theory is described and evidence for how 
attachment influence stress appraisal and coping is presented. This chapter concludes 
with a statement regarding the research aims, presentation of the study hypotheses, as 
well as providing an outline of the mediational models that are tested in this study. 
Chapter five of this thesis details the method employed in the current study. 
Specifically, the research design, sample, and the variables that were measured along 
with evidence of their validity and reliability are detailed. The study procedures are 
outlined as is the analytic approach taken to test the mediation models.  
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Chapters six and seven present the cross-sectional and longitudinal results of 
this study, respectively. In Chapter six, the sample used in the cross-sectional 
analysis is described and the data screening and preparation is overviewed. Three 
mediational models are detailed that examine how attachment is associated with 
psychological adjustment as mediated by different congruent and incongruent 
appraisal and coping combinations. The mediational models tested also control for 
couple’s health in the form of functional status. In chapter seven, the sample used in 
the longitudinal analysis is described and again, the data screening and preparation is 
overviewed. The same three mediational models, conceptualised over a 12-month 
timeframe, are tested. In both chapters six and seven, the fit of each of these 
mediational models, significant path co-efficients, and power are presented.      
Finally, chapter eight presents an examination of the implications of the study 
findings as they relate to the study hypotheses specifically, and the research aims 
more generally. The study strengths and limitations are presented and the theoretical 
and practical implications of the study findings for practice in the social and health 
care fields are considered.  
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CHAPTER 2 
Caregiving and Care-receiving among Older Co-residing Couples 
 
This chapter will identify the growing need for older people to provide 
informal caregiving to their spouses in the later stages of the lifespan (Australian 
Bureau of Statistics, 2012a; Australian Institute of Health & Welfare, 2009, 2012). 
Furthermore, this chapter will review literature pertaining to the physical and mental 
health consequences that can arise from the provision of unpaid care (Bigatti & 
Cronan, 2002; Chentsova-Dutton et al., 2000; Ji et al., 2012; Malphurs & Cohen, 
2005; Robinson-Whelen et al., 2001; R. Schulz & Beach, 1999), as well as the 
negative consequences that can be experienced by spouses who are the recipients of 
informal care (Malphurs & Cohen, 2005; Newsom, 1999; Newsom & Schulz, 1998). 
Factors that contribute to the experience of carer strain are noted with particular 
attention given to the significance of interpersonal processes such as the quality of 
the relationship between the couple (Francis, Worthington, Kypriotakis, & Rose, 
2010; Garand et al., 2007; Karantzas, Evans, & Foddy, 2010; Lea Steadman, 
Tremont, & Duncan Davis, 2007; Lecovich, 2011; Roberto, Blieszner, McCann, & 
McPherson, 2011). In doing so, the importance of examining caregiving and care-
receiving from a dyadic perspective is discussed and the interdependent nature of the 
physical and mental health issues associated with spousal caregiving for both carers 
and care recipients is highlighted.   
2.1 Informal Care in the Australian Community 
2.1.1 An Ageing Australia 
The demographic profile of Australians is shifting to a growing proportion of 
older people.   For instance in 2012, 14% of the 22.7 million Australians were aged 
65 years and over (Australian Bureau of Statistics, 2012a). This proportion is 
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expected to increase to 22% in 2061 and 28% in 2101 (Australian Bureau of 
Statistics, 2012a). While just 2% of Australians were aged over 85 years in 2012, this 
group is expected to represent up to 5% and 6% of the population by 2061 and 2101 
respectively (Australian Bureau of Statistics, 2012a).  As people age their healthcare 
needs also increase; half of all Australians (49%) living in the community aged 65-74 
years have five or more long-term conditions, a rate which increases to 70% for 
people aged 85 years and over (Australian Bureau of Statistics, 2012b). This 
substantial shift in Australia’s demographic profile and incumbent healthcare needs 
has implications for Australia’s health and social services and how the community 
will be able to support older Australians (Australian Institute of Health & Welfare, 
2009, 2012).  
At present, the majority of older Australians live in private dwellings (94%) 
(Australian Bureau of Statistics, 2013) and are sustained by informal and formal 
support. While the use of formal support is considerable—61% of older people 
requiring assistance access help from formal services (Australian Bureau of 
Statistics, 2003)—there remains an extensive reliance on the voluntary contribution 
by informal caregivers. Informal carers are estimated to provide 1.32 billion hours of 
care per year (Access Economics, 2010), with the economic value of informal care 
increasing 33% in recent years to $40.9 billion dollars (Access Economics, 2010; 
Carers Australia, 2005).  
In recognition of this significant contribution by informal caregivers, in 2010 
the Australian Commonwealth Government passed the Carers Recognition Act 
(Commonwealth of Australia, 2010), and in 2011 released the National Carers 
Strategy (Commonwealth of Australia, 2011a) and the National Carers Strategy 
Implementation Plan (Commonwealth of Australia, 2011b). A number of Australian 
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State Governments have also released their own Carer’s Recognition Acts (New 
South Wales State Government, 2010; Victorian State Government, 2012; Western 
Australia State Government, 2004). These documents consist of significant 
legislation for recognising the contribution of informal carers, the diversity of 
caregiving responsibilities undertaken by carers, and the disadvantage that can result 
from being an unpaid caregiver.  The dependence of the Australian aged care system 
on informal carers was one key findings of a recent critical review of Australian 
policy; an analysis that also found that Australian policy was underpinned by a 
presumption that spouses are willing to provide care (Cash, Hodgkin, & Warburton, 
2013).  This is important as the already substantial reliance on informal carers to 
support elderly living at home is likely to increase in years to come. This trend is 
driven by the aging profile of Australians and the present-day political stance to 
encourage people to live in their own home for longer with the support of informal 
carer resources (Cash et al., 2013).   
2.1.2 Providers of informal care in the community 
The profile of informal care providers is also being shaped by workforce, 
demographic and social trends.  Factors contributing to the reduced availability of 
people to provide care include the increased participation of women in the labour-
market (Australian Institute of Health & Welfare, 2012; Organisation for Economic 
Co-operation and Development (OECD), 2011), an increasing retirement age which 
places pressure on carers to maintain their workforce participation (Australian 
Institute of Health & Welfare, 2009), and smaller family sizes (Hill, Thomson, & 
Cass, 2011; Productivity Commission, 2011). As the proportion of people in 
employment reduces in comparison to the number of young or elderly who are not 
employed, so too will income from tax revenue to fund formal services reduce with 
subsequent impacts on informal care (Australian Institute of Health & Welfare, 
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2009). The current caregiver to care-recipient ratio of 2.5 potential carers per person 
aged 80 years or older is projected to decline to a ratio of less than 1.0 by 2044 as a 
result of these social trends (Productivity Commission, 2008).  
Aside from the shrinking availability of informal carers to support the care 
needs of older people, evidence also suggests that the health of caregivers (especially 
older people caring for their spouse) is often compromised. Health problems are 
reported by four in ten carers aged between 75-84 years and by half of those aged 85 
years and older (Grimmer, Moss, & Gill, 2000). Furthermore, approximately one 
third of carers generally, and two-thirds of carers aged 65 years and older report a 
disability (Australian Bureau of Statistics, 2008). More than one in ten (12%) of 
older carers required help with core activities of daily living (Australian Institute of 
Health & Welfare, 2013). The health impacts of caring for a spouse on older carers 
are compounded by the intensity of caregiving that arises when living with the care-
recipient. Co-residing carers provide four times more intensive care than carers who 
live in dwellings independent of the care-recipient (Hirst, 2005).  Given the frailty, 
morbidity, and exposure to elevated caregiving stress by spousal caregivers, it is 
perhaps not unexpected that spousal caregivers are at increased risk of caregiver 
burden and poorer mental health outcomes compared to other family or non-kin 
caregivers (R. Schulz, O'Brien, Bookwala, & Fleissner, 1995). The extent of the 
physical and emotional impact of being a spousal caregiver will now be examined.  
2.2 The Impact of Spousal Caregiving/ Care-receiving Relationships 
2.2.1 Spousal Caregiver Negative Effects 
Evidence regarding the negative consequences arising from the provision of 
informal care by spousal caregivers is well documented. Spousal caregivers, when 
compared to their non-caregiver counterparts, experience a higher risk of coronary 
heart disease and stroke (Ji et al., 2012), poorer health (Bigatti & Cronan, 2002), and 
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have been shown to experience more fatigue, less energy and more sleep difficulties 
(Teel & Press, 1999), symptoms of depression and anxiety (Bigatti & Cronan, 2002; 
Bodnar & Kiecolt-Glaser, 1994; Cannuscio et al., 2002; Chentsova-Dutton et al., 
2000; Robinson-Whelen et al., 2001), symptoms of stress (Bigatti & Cronan, 2002; 
Chentsova-Dutton et al., 2000), loneliness (Bigatti & Cronan, 2002), and have poorer 
cognitive functioning (de Vugt et al., 2006). The experience of caregiver strain has 
been linked with depression (Chow & Ho, 2012) and a higher mortality amongst 
carers (R. Schulz & Beach, 1999). Being a caregiver has also been implicated in rates 
of homicide-suicide and suicide; with a higher rate of homicide–suicide among males 
who are the caregiver for their wife (Malphurs & Cohen, 2005). 
Other research has identified associations between exposure to spousal 
suffering and carer depression (R. Schulz et al., 2009), with both spouse 
hospitalisation and spousal mortality independently increasing their partner’s risk of 
mental health or substance abuse problems (Zivin & Christakis, 2007) and mortality 
(Christakis & Allison, 2006). Functional limitations in a spouse have also been 
associated with symptoms of depression in their partner (Hoppmann et al., 2011). In 
sum, being a caregiver or being the spouse of someone who has health problems or 
limited functionally is associated with negative health outcomes for the caregiver. 
The negative health consequences of being a spousal caregiver have been 
linked to the emotional and physical stress associated with the caregiving task. 
Indeed, a number of studies have examined biophysical markers of stress among 
informal carers. Specifically, these studies have investigated changes in biophysical 
markers in response to stress experienced over the short and long term, and in 
experimental studies involving low and high levels of stress. For example, caregivers 
compared with non-caregivers had higher levels of t-PA antigen, a marker associated 
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with chronic stress, impaired fibrinolysis, increased cerebral infarction risk in older 
adults, stroke in women, and coronary heart disease (Mausbach et al., 2007). Roepke 
and colleagues found that caregivers with high personal mastery who felt more in 
control of the caregiving task had reduced norepinephrine reaction to a stressful task 
than caregivers with low personal mastery (Roepke et al., 2008). The research by 
Roepke and colleagues linked low mastery to the activation of the sympathetic 
nervous system leading to increases in metabolic activity, heart rate and blood 
pressure. Low perceived control and mastery has also been linked to caregiver 
burden (Dracup et al., 2004) and caregiver psychiatric symptoms (Mausbach et al., 
2006). Similarly, a negative association has been found between caregiver self-
efficacy and blood pressure (Harmell et al., 2011).  
Other physiological studies have linked high levels of stress or vulnerability 
arising from the provision of a high degree of care to lower levels of L-selectin 
(CD62L) suggesting reduced immune responsiveness (Mills, Yu, Ziegler, Patterson, 
& Grant, 1999), inhibited the stability of IgG antibody response to bacterial vaccine 
for pneumonia (Glaser, Sheridan, Malarkey, MacCallum, & Kiecolt-Glaser, 2000), 
and predicted change in procoagulant measures linked to greater stress (Von Kanel, 
Dimsdale, Patterson, & Grant, 2003).  
The studies reviewed above provide consistent evidence that caregiving is 
associated with a stress response in caregivers. Moreover, a number of these studies 
have examined the physiological stress markers and psychological comorbidities of 
carers, many of whom have been providing care for considerable periods of time. For 
example, the stress consequences of caregiving have been found to emerge as a 
function of the length and enduring nature of the caregiving arrangement (Cacioppo 
et al., 1998). Furthermore, the impact of caregiving has also been shown to be long 
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lasting, often well after the caregiving role is finished (Robinson-Whelen et al., 
2001). The links between the duration of the provision of caregiving and negative 
carer outcomes highlight the importance for future research to focus on prospective 
longitudinal studies in helping to more firmly establish the cumulative physical or 
psychological impact of caregiving over time for carers.  
In summary, the literature to date provides compelling evidence that spousal 
carers in comparison to people not providing informal care, experience considerable 
mental and physical health effects as a result of providing care. These effects are 
linked to the demands of the caregiving task and how stressful carers perceive the 
caregiving task to be (Chow & Ho, 2012; Glaser et al., 2000; Mills et al., 1999; 
Robinson-Whelen et al., 2001; Von Kanel et al., 2003).  Spousal caregivers are 
typically older and have diminished physical and material resources to sustain their 
caregiving than carers who are middle-aged (Australian Bureau of Statistics, 2008; 
Australian Institute of Health & Welfare, 2013; Grimmer et al., 2000; Hirst, 2005; R. 
Schulz et al., 1995). Spousal caregivers are a vulnerable cohort for whom the 
demand of informal caregiving in the Australian context is anticipated to increase. 
Research that can help to illuminate the experience of informal spousal caregiving, 
especially over time, will help inform how health and social services can support 
caregivers by minimising its negative consequences on carers and optimising the 
quality of the relationship between the caregiver and care recipient.  
2.2.2 Spousal Caregiver Benefits 
Not all the consequences of caregiving are undesirable. Caregiving can yield 
a number of benefits for the caregiver including enhanced relationships with the 
care-recipient (Li & Loke, 2013), personal growth and accomplishment (Buchanan & 
Huang, 2012; Li & Loke, 2013), personal and life satisfaction, daily enrichment 
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(Buchanan & Huang, 2012; Li & Loke, 2013; Rodrigue et al., 2010), and enhanced 
self-efficacy (Li & Loke, 2013). Indeed, caregivers have reported higher levels of 
happiness compared to non-carers but only when providing less than 6 hours of care 
per week (van Campen, de Boer, & Iedema, 2013).  In a recent survey of informal 
caregivers (n=530) of people with multiple sclerosis, more than half the carers 
(57.3%) reported that their caregiving provided a sense of accomplishment either 
most or all of the time, with only a few (8.1%) never experiencing this (Buchanan & 
Huang, 2012). The survey also identified that caregivers’ sense of accomplishment 
was positively associated with the age of the care recipient and the number of hours 
of care provided per week. Factors associated with perceptions of less 
accomplishment included the experience of more emotional distress, being the care-
recipient’s spouse, and the caregiver having achieved a higher level of education 
(Buchanan & Huang, 2012). While Buchanan and Huang (2012) found that the more 
time spent caring in this study led to increased feelings of accomplishment, van 
Campen et al. (2013) found that caregivers’ perceptions of their own levels of 
happiness declined when hours of care per week exceeded 4 hours per week. Thus, it 
appears that spousal caregivers not only experience various stressors and negative 
outcomes, but have the capacity to experience various uplifts as a function of caring 
for an older spouse.  
2.2.3 Spousal Care-recipient Outcomes and the Emergence of Dyadic Perspectives 
and Methods 
In comparison to the literature on caregivers’ outcome, that on care-recipient 
outcomes is scant in nature. What research has been conducted suggests that care-
recipients are also negatively affected by their need for help (Malphurs & Cohen, 
2005; Milbury, Badr, Fossella, Pisters, & Carmack, 2013; Newsom, 1999; Newsom 
& Schulz, 1998; Wolff & Agree, 2004) (Newsom, 1999). One study determined that 
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nearly 40% of care-recipients experience emotional distress in response to receiving 
help, a factor that predicted depression 12 months later (Newsom & Schulz, 1998). 
Milbury and colleagues (2013) identified that greater distress over a six month period 
among care-recipients who had lung cancer was associated with financial strain, the 
caregivers’ report of burden and the care-recipient’s baseline health problems 
(Milbury et al., 2013). The Women’s Health and Aging Study Caregiving Survey 
found that care-recipient’s perceptions of lower levels of reciprocity and respect in 
informal caregiving/care-receiving relationships as well as the inadequacy of 
instrumental support were linked to depression among 420 older women living with 
a disability (Wolff & Agree, 2004). Being a care-recipient has also been associated 
with higher rates of suicide (Malphurs & Cohen, 2005).  
Given these findings, recent research has seen a shift in the focus away from 
solely focusing on the experiences and impact of caregiving on the caregiver, to 
studies taking a dyadic approach in which both the caregiver and care-recipient 
perspectives are investigated (Godwin, Swank, Vaeth, & Ostwald, 2013; Kouros & 
Cummings, 2010; Olsen Roper & Yorgason, 2009; Pruchno et al., 2009; Schokker et 
al., 2010; Windsor et al., 2009).  To illustrate, Pruchno and colleagues (2009) 
examined how the self-rated health scores for both the caregiver and the care-
recipient who had end-stage renal disease influenced their own depressive symptoms 
and the depressive symptoms of their partner. A positive association was found 
between a person’s poor health and depressive symptoms. Poor health of one 
member of the dyad was also positively associated with their partner’s depressive 
symptoms and in the case of caregivers, the care-recipient’s health was a better 
predictor of depression than their own health status (Pruchno et al., 2009). In another 
example of a dyadic investigation of couples coping with chronic illness, Schokker et 
al. (2010) found that the type of supportive behaviour provided by partners of people 
15 
 
with diabetes (i.e., whether it was helpful engagement in chronic disease 
management or problem avoidance/minimisation strategies) influenced both the 
caregiver’s and care-recipient’s relationship satisfaction (Schokker et al., 2010).   
Research that considered the interdependent nature of couples coping with 
chronic conditions has also addressed the theoretical and methodological limitations 
of studies that have historically focused just on the caregiver (Berg & Upchurch, 
2007; Bodenmann, 1997; Coyne & Fiske, 1992; Lyons, Mickelson, Sullivan, & 
Coyne, 1998; Revenson, 1990). Specifically, an illness or disability imposes stressors 
and strains that are felt by both the person with the condition and their caregiver 
(Christakis & Allison, 2006; Hoppmann et al., 2011; Ji et al., 2012; Malphurs & 
Cohen, 2005; Newsom & Schulz, 1998; R. Schulz et al., 2009; Zivin & Christakis, 
2007). As such, the coping associated with a chronic illness within couples is a 
dyadic phenomenon and, as a result, is multi-level in nature with effects occurring at 
the individual level as well at the dyadic level (Krasikova & Lebreton, 2012). One 
limitation of research that has not assessed dyadic processes in caregiving is that 
developing a comprehensive understanding of caregiving is undermined (Krasikova 
& Lebreton, 2012). Moreover, studies that have collected data from both members of 
the caregiving dyad but analysed the data using traditional statistical methods such as 
Analysis of Variance (ANOVA) and regression provide a somewhat erroneous 
picture of caregiving processes and outcomes (D. A.  Kenny et al., 2006). This is 
because dyadic data violates the assumption of data independence which is a 
necessary condition when using ANOVA and regression. In contrast, dyadic data by 
its very nature is correlated and thus, the dependent nature of the data must be taken 
into account when analysing the data (D. A.  Kenny et al., 2006). Thus, analysis of 
dyadic data using statistical techniques such as ANOVA and regression can increase 
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the bias of estimates such that findings may be inaccurate (Krasikova & Lebreton, 
2012).  
As a way of dealing with such issues, important statistical advances have 
been made regarding the analytical techniques to appropriately model the 
interdependent nature of dyadic data. These analytic approaches include the Actor 
Partner Independence Model (APIM) and the Common Fate Model (CFM) (Cook & 
Kenny, 2005; D. A.  Kenny et al., 2006; D. A. Kenny & la Voie, 1985; D. A. Kenny 
et al., 2002). Both these methods estimate the association between partners for the 
same set of variables. For example, in a context such as spousal caregiving, methods 
such as the APIM and the CFM would account for the association between a carer’s 
wellbeing and care-recipient’s wellbeing. As a result, the effects in the model can 
then be accurately estimated as the dependency of the data is controlled (D. A.  
Kenny et al., 2006; Ledermann & Kenny, 2012). The APIM in particular has become 
the most widely used method to analyse dyadic data. Specifically, APIM enables the 
exploration of the associations between variables for each individual in the dyad 
(what is termed an “actor effect” in APIM), whilst also estimating the cross-partner 
associations; that is, an independent variable for one member of the couple is 
associated with an outcome variable for the other partner (what is termed a “partner 
effect” in APIM). A conceptual illustration of the APIM is shown in Figure 2.1 
modelling the relationship between two variables; X (X for person A, and X1 for 
person B) and Y (Y for person A, and Y1 for person B), with residuals by U (U for 
person A, and U1 for person B). In Figure 2.1 the actor effects are represented by 
pathways labelled ‘a’ and show the relationship between person A’s score on the X 
and Y variables, and similarly the relationship between person B’s score on the X 
and Y variables. In Figure 2.1 the partner effects are represented by the diagonal 
pathways labelled ‘p’ and show the relationships between person A’s score on the X 
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variable to person B’s score on the Y variable, and similarly the relationship between 
person B’s score on the X variable to person A’s score on the Y variable.  
 
Figure 2.1. Conceptual Actor-Partner Interdependence Model (APIM).  Reprinted 
from “The Actor-Partner Interdependence Model: A model of bidirectional effects in 
developmental studies” by Cook, W & Kenny, D, 2005, International Journal of 
Behavioral Development, 29(2), pg 102.  
While the APIM approach to dyadic analysis has provided important insights 
into how partners can mutually influence each other within caregiving (Braun et al., 
2012; Thomson, Molloy, & Chung, 2012) and non-caregiving relationships (Gana, 
Saada, & Untas, 2013; Miles, Paquin, & Kivlighan, 2011; Reddy, Meis, Erbes, 
Polusny, & Compton, 2011), Ledermann and Kenny (2012) have argued that the 
APIM approach may not be the most appropriate method in some cases. Specifically, 
there are particular phenomena of interest, such as the way couples cope with 
stressors and illness, which tend to impact the couple as a whole or are best 
represented additively rather than decomposed into individual and partner effects. 
That is, the phenomenon of interest is the collective response, appraisal or reaction of 
the couple, not how one partner responds relative to the other. Therefore, when 
researching such dyadic phenomena, Ledermann and Kenny (2012) suggest that the 
CFM is a more appropriate analytic approach to APIM. In CFM, the data from both 
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members of the couple that relate to a particular phenomenon are modelled as part of 
the one variable (Ledermann & Kenny, 2012). For instance, if one were interested in 
modelling how effectively a couple coped with chronic illness, then the coping 
responses of each partner would be inputted into a variable that reflected the coping 
for that couple (i.e., a couple coping variable). As with APIM, the association 
between each partner’s coping scores would be estimated to account for the 
dependency of the data in estimating this couple-level variable. A conceptual 
illustration of the CFM is shown in Figure 2.2, modelling a relationship between two 
variables denoted as X and Y. Unlike in APIM where actor and partner effects are 
proposed, both person’s score on the X variable (XA for person A, and XB for person 
B) are proposed to contribute to a latent X variable. Similarly, both person’s score on 
the Y variable (YA for person A, and YB for person B) are proposed to contribute to a 
latent Y variable. The relationship between the X and Y variables then occurs at the 
latent variable level. Residuals by e for each person’s score on each of the X and Y 
variables accounts for measurement error and also afford for the estimation of the 
dependency of the scores for each couple member (illustrated by the curved double-
headed arrows). While not explicit in the APIM or CFM conceptual models, scope 
exists to examine a range of mediating or moderating factors. 
Thus, data techniques are now available to permit research enquiry into 
dyadic phenomenon, where previously research focused on either one member of the 
couple, usually the caregiver, or approached the study of dyads in a manner not 
suited for dyadic analysis. The challenge that now exists is for future studies to use 
these dyadic analytic methods to investigate the extent to which associations studied 
within caregiving contexts at the individual level apply at the dyadic level. 
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Figure 2.2 Conceptual Common Fate Model (CFM). Reprinted from “The common 
fate model for dyadic data: variations of a theoretically important but underutilized 
model” by Ledermann, T & Kenny, D, 2012, Journal of Family Psychology, 26(1), 
pg 141. 
2.3 Predictors of carer psychological maladjustment and the role of relationship 
variables 
A number of factors have been associated with the difficulty that carers 
experience when adjusting to their role are a carer. This difficulty is commonly 
represented in the literature as psychological maladjustment; a multidimensional 
construct related to the experience of depression, anxiety and stress (Crawford, 
Cayley, Lovibond, Wilson, & Hartley, 2011; Crawford et al., 2009; Lovibond & 
Lovibond, 1995; Norton, 2007; Oei, Sawang, Goh, & Mukhtar, 2013). The intent of 
this section is not to examine in detail, but to summarise, the main research findings 
regarding variables that have been associated with psychological maladjustment 
among carers. These variables, though relevant to the field of caregiving, are of 
peripheral importance to the issue of dyadic coping being considered by this thesis. 
Instead, it is the neglected consideration of relationship factors amongst the suite of 
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variables commonly studied in aged care that is pertinent to this thesis and which 
will be explored in greater detail here and in subsequent chapters.  
Gender and culture are factors that have been consistently linked with the 
experience of carer wellbeing. Female spousal caregivers have been observed to have 
more strain, less assistance when attending to personal care tasks, as well as 
undertake different personal care tasks compared to men (Brazil, Thabane, Foster, & 
Bédard, 2009). Both gender and ethnicity have been found to influence the 
experience of caregiving and the psychological wellbeing of spouses caring for their 
partner with dementia (Adams, Aranda, Kemp, & Takagi, 2002). Females were 
found to have more psychiatric symptoms compared to men regardless of ethnic 
group. Gender was found to be a significant mediator of distress for Anglo-
Americans, but not for Japanese-Americans, African-Americans, or Mexican-
Americans. While no gender differences were observed for coping style, men tended 
to appraise the caregiving task with less-negative, more self-efficacious, and 
perfectionistic views (Adams et al., 2002).  Furthermore, ethnicity has been found to 
be associated with differences in the availability of social supports for carers, how 
the caregiving situation was appraised, and the coping strategies used by carers to 
deal with the caregiving arrangement (Adams et al., 2002).  Moreover, ethnicity was 
found to moderate the factors that mediate distress amongst caregivers.  In a review 
by Sorensen and Pinquart (2005), culture has been shown to be associated with 
differences in the age at which some individuals engage in care, the extent to which 
men versus women undertake the caregiving role, the amount of depression 
experienced by carers, and the extent to which care recipients demonstrate a capacity 
to self-care (Sörensen & Pinquart, 2005). Furthermore, culture has been shown to 
influence carer self-efficacy with people of Hispanic or Latino background reporting 
higher self-efficacy for managing disruptive behaviours and controlling negative 
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thoughts about caregiving than people of Caucasian background. This finding is 
suggested to relate to cultural values or differences in appraisal of the caregiving task 
and the impact of culture on people’s understanding and perception of the caregiving 
experience (Depp et al., 2005).   
The nature of the caregiving and the resources available to support caregivers 
has been investigated as factors associated with negative carer outcomes such as poor 
physical health, problems with emotional wellbeing and carer strain. The 
Connecticut Long-Term Care Needs Assessment study involving 4,041 Connecticut 
residents of whom 19% were informal caregivers, found that inadequate income and 
for the inability of formal services to provide adjunct support to carers were 
associated with negative physical and mental health outcomes such as depressive 
symptoms, social isolation, and self-rated health (Robison, Fortinsky, Kleppinger, 
Shugrue, & Porter, 2009). To illustrate this point further, in relation to depressive 
symptoms specifically, caregivers with inadequate income were four times more 
likely to report depressive symptoms and caregivers with an unmet need for long-
term care services had a 65% greater likelihood of reporting depressive symptoms 
(Robison et al., 2009). Social support has been found to partially mediate the 
relationship between caregiver demands and caregiver depression, with increased 
social support buffering caregiver depression (Thielemann & Conner, 2009), while 
carers’ satisfaction with social supports also reduced caregiver strain (Tang & Chen, 
2002). Furthermore, the provision of social support has been linked to caregivers’ 
capacity to find meaning in their caregiving role (Lee & Bronstein, 2010). 
Meta-analytic studies have found that the amount of time spent in engaging in 
various caregiving tasks, the overall duration of the caring arrangement, the type of 
caregiving undertaken (i.e., physical, organisational or instrumental caregiving) as 
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well as the physical and cognitive impairments of the care-recipient all contribute to 
negative carer outcomes (Pinquart & Sörensen, 2004).  These outcomes include 
aspects of psychological maladjustment including carer depression and carer strain. 
In particular, illness of the care-recipient was an important contributor to carer 
outcomes, with carers of family members with dementia demonstrating the greatest 
negative outcomes. As a case in point, spouses that care for partners with dementia 
who also display the problematic behavioural and psychological symptoms of 
dementia (BPSD, e.g., wandering, suspicion, aggression, irritability, etc.) have been 
shown to report high levels of stress, burden, and report a greater intention to place 
the care-recipient in residential care than carers of spouses with mild dementia 
symptoms (Savundranayagam, Montgomery, & Kosloski, 2011).   
While a number of the meta-analytic reviews published in the area of aged 
care highlight a considerable number of variables that contribute to caregiver 
outcomes (e.g., Pinquart & Sӧrensen, 2004), a notable omission from these reviews 
are studies that focus on the extent that relationship factors such as caregiver-care-
recipient relationship functioning and relationship quality impact on carer outcomes 
(and, for that matter, care-recipient outcomes). This is despite the fact that evidence 
suggests that the quality and functioning amongst carers and care-recipients involved 
in couple or familial relationships has been linked to the degree to which carers 
experience burden or strain (Francis et al., 2010; Lea Steadman et al., 2007; 
Lecovich, 2011). To illustrate, Leovich examined the impact of relationship quality 
on both carer burden and care satisfaction among 335 dyads of adult children caring 
for older parents (Lecovich, 2011). The study found that relationship quality was a 
significant predictor of carer burden above and beyond factors such as the carer’s and 
care recipient’s health, income, education level, as well as the number of independent 
activities of daily living for which the care-recipient required assistance. The quality 
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of the relationship was also a significant predictor of caregiver satisfaction, 
explaining a further 14% of variance after accounting for care-recipient gender, 
morbidity and the frequency of visits by the caregiver to the care-recipient. 
Moreover, the quality of the relationship between the caregiver and care-recipient 
was the strongest predictor of both carer burden and care satisfaction. Another study 
assessing the association between premorbid relationship satisfaction and carer 
burden of 72 live-in carers of people with dementia found that satisfaction was 
negatively associated with less burden and reactivity to BPSD symptoms (Lea 
Steadman et al., 2007).  Of note, no differences in the experience of burden were 
observed as a function of whether the carer was a spouse or adult child. Furthermore, 
carers who reported higher relationship satisfaction with care-recipients also reported 
effective problem solving and communication in dealing with challenges and issues 
in caring for a person with BPSD. 
Thus, the quality of caregiver-care-recipient relationship appears to play an 
important role in the experience of caregiving burden and satisfaction.  Despite the 
importance of these relationship processes, it has been flagged as a relatively 
neglected aspect in the caregiving literature (Garand et al., 2007; Karantzas et al., 
2010; Roberto et al., 2011).  Advancements in statistical techniques to model dyadic 
and couple-level data removes a key barrier associated with understanding how 
dyadic processes influence the relationship and adjustment of couples dealing with a 
chronic illness (Garand et al., 2007; Pasymowski, Roberto, & Blieszner, 2013; 
Roberto et al., 2011). Therefore, dyadic perspectives and the investigation of 
relationship variables in the study of chronic illness are regarded as important areas 
of research focus for ongoing work in the field of aged care. 
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2.4 Conclusion 
This chapter has provided a contextual overview regarding spousal caregiving 
and highlights that spousal caregivers are especially vulnerable to various forms of 
maladjustment as a consequence of their caregiving role.  Spousal caregivers are at 
risk of physical and psychological morbidity as a result of the care provided. These 
negative consequences from the caregiving experience are linked to a stress response 
in the carer which increases their vulnerability to illness and mental health problems. 
This stress response, however, appears to be cumulative in nature, emphasising the 
importance of longitudinal research to understand how stressful caregiving contexts 
influence carer wellbeing over time. Relationship factors are emerging as important 
predictors of carer wellbeing including factors such as carer depression, anxiety and 
stress. A growing recognition of these interpersonal factors has resulted in the 
development of theories which outline how dyadic processes shape how couples can 
cope with enduring stressors and challenges, not unlike those experienced within the 
context of spousal caregiving. Chapter 3 will examine one such theory—a theory of 
dyadic coping amongst spouses; the Developmental-Contextual Model of Couple 
Coping with Chronic Illness (Berg & Upchurch, 2007) and in doing so will draw 
upon the extensive literature available about the stress and coping process as outlined 
in the Transactional Stress Theory by Susan Folkman and Richard Lazarus (Folkman 
& Lazarus, 1985).   
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CHAPTER 3  
Stress and Coping Theory 
 
This chapter describes the Developmental-Contextual Model of Couples 
Coping with Chronic Illness (DCM) (Berg & Upchurch, 2007) and Transactional 
Stress Theory (TST) (R.S. Lazarus & Folkman, 1984). The DCM is described as it 
provides a dyadic representation of how people cope with a stressful life event such 
as the experience of a chronic illness. The DCM places emphasis on the 
interdependent nature of couple relationships and how interpersonal dynamics 
between couple members shape, and are shaped by, stressors such as chronic illness. 
The DCM, however, as a recent contribution to the field of coping and dyadic 
processes, has a limited evidence base. Given that the DCM draws heavily on TST in 
its conceptualisation, and as a result, includes many concepts that pertain to TST, this 
theory is also described as is the evidence supporting the components of TST.  
While the DCM is a theoretical conceptualisation for coping that includes 
notions and propositions that go well beyond TST, in simple terms, a primary 
distinction between the DCM and TST is that the DCM is a theory of dyadic coping, 
whereas TST is a theory of individual coping. Both the DCM and TST take a 
transactional approach to coping and consist of an appraisal stage (the stressor is 
evaluated), a coping response in relation to the stressor, and the resulting affective 
outcomes of the enactment of coping strategies (i.e., the emotions experienced once 
coping responses are actioned to deal with the stressor). Furthermore, both the DCM 
and TST emphasise the role of situational factors in shaping people’s coping 
responses. These situational factors can include things such as the ambiguity or 
controllability of a situation (Berg & Upchurch, 2007; Folkman & Moskowitz, 
2004). A consequence of this emphasis on situational influences is that both the 
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theories say little about how individual differences influence coping, and yet, both 
theories acknowledge that individual differences in people’s personality, affective-
behavioural responses in relationships and life in general play a role in both the 
appraisal and coping of a stressor. Moreover, there exists a significant amount of 
evidence to suggest that individual differences not only play an integral role in stress-
coping (Bolger & Zuckerman, 1995; Gunthert et al., 1999; Pai & Carr, 2010) but 
shape relationship dynamics critical to how couples cope with chronic conditions 
(Baron et al., 2007; Malouff, Thorsteinsson, Schutte, Bhullar, & Rooke, 2010; 
Rogge, Bradbury, Hahiweg, Engi, & Thurmaier, 2006; Traupman et al., 2011). The 
importance of accounting for individual differences, especially in terms of people’s 
relationship functioning, is especially important in helping explain how couples cope 
with chronic conditions. This emphasis on individual differences in relationship 
functioning is outlined at the end of this chapter and leads into a review of 
attachment theory (Bowlby, 1969/1982)—a widely studied theory of relationships—
in Chapter 4. In the following sections, the DCM and TST are described and 
reviewed in detail.   
3.1 Developmental-Contextual Model of Couples Coping with Chronic Illness  
 In 2007, the Developmental-Contextual Model (DCM) of Couples Coping 
with Chronic Illness was published detailing a representation of coping with chronic 
illness across the adult life span (Berg & Upchurch, 2007). The model focuses on 
coping at the level of the romantic dyad rather than coping at the level of the 
individual. That is, unlike most of the preceding caregiving literature that focused on 
the caregiver, and to a much lesser extent the care-recipient, the authors of the DCM 
advocated that the caregiver and care-recipient be jointly considered in terms of their 
coping responses in order to appreciate how couples deal with chronic illness 
conditions.  This perspective shifts coping from being viewed as an individual 
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process to one where coping is an interdependent process in which the reactions and 
responses of both members of the couple jointly determine how a chronic illness is 
appraised, dealt with, and the affect that endures post the enactment of a coping 
responses.  
 The DCM is formulated around three temporal dimensions; the 
developmental lifespan, progression through the stages of a chronic condition, and 
the appraisal and reappraisal process of the stressors. The introduction of these 
temporal dimensions in the DCM as reflected in Figure 3.1 suggest that how a couple 
copes with chronic conditions depends on time-based or progressive factors such as 
the age and life stage of the couple, how recently the chronic condition has been 
diagnosed and how advanced the condition is. The appraisal and coping efforts 
employed by members of the couple as they contend with moment-to-moment 
stressors and strains of a condition are further regarded as particularly important to 
understand how couples respond to illness.  These dimensions are now discussed in 
more detail.   
3.1.1 Temporal dimensions relevant to couples coping with illness 
 The first dimension outlined as part of the DCM is the developmental 
lifespan dimension. This dimension relates to eras of development from youth 
adulthood through to middle and late adulthood (Levinson, 1986). The onset of the 
chronic illness at a particular point of the couple’s lifespan is regarded as an 
important determinant of how a couple copes with a chronic illness. Not only are 
different skills acquired over the lifespan that are relevant to coping with chronic 
illness, but so too is an illness likely to be appraised differently depending on the 
stage of life during which an illness emerges. For example, older couples and long 
term married couples have been found to be characterised by more shared aims, 
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goals, and decision-making processes (Lauer, Lauer, & Kerr, 1990) and appear more 
effective at managing conflict than younger couples (Levenson, Cartstensen, & 
Gottman, 1993). According to Berg and Upchurch, with age and experience comes 
the capacity for couples to develop more skills and abilities to cope with life stressors 
and to formulate goals and strategies for dealing with issues, including coping with a 
chronic illness. The onset of a chronic illness is also described in the DCM as likely 
to result in less stress for older couples, relative to younger couples, as experiencing 
a chronic illness later in life is perceived as somewhat of a normative experience 
(Coyne & Smith, 1991, 1994).  
 
Figure 3.1 A developmental-contextual model of couples coping with chronic illness 
across the adult life span. Reprinted from “A Developmental-Contextual Model of 
Couples Coping with Chronic Illness across the Adult Life Span” by Berg, C & 
Upchurch, R, 2007, Psychological Bulletin, 133(6), pg 932.  
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The second temporal aspect of the DCM considers the progression of chronic 
disease as it relates to symptoms, diagnosis, treatment, and management. This 
temporal component of the DCM is highlighted by the authors as an important but 
understudied aspect of coping with chronic health problems. The stage of the disease 
and progression of the illness is portrayed as influencing the nature of the physical 
and emotional demands on the dyad (Revenson, 2003). Revenson (2003) illustrates 
this point by describing illness progression for breast cancer; shifting from initial 
diagnosis in which the appraisal of, and coping with, the cancer is focused on 
understanding the meaning of the illness as well as coming to terms with diagnostic 
procedures, lag times for treatment, and the speed with which the cancer is 
progressing, to coping responses associated with the transition to treatment and 
recovery. The treatment phase of the cancer experience includes coping with 
invasive and disruptive procedures and possible permanent physical changes, whilst 
the recovery phase is characterised by uncertainty regarding the threat of recurrence. 
In relation to the DCM, the progress of a chronic condition adds a layer of 
complexity regarding how couples coordinate their appraisal and coping responses in 
such a way to effectively deal with the illness. According to Berg and Upchurch 
(2007), it is not unreasonable to assume that members of the couple may exhibit 
appraisals and coping behaviours at different stages of an illness that do not always 
align. For instance, when one member of the couple is taking a solution-focused 
approach to treatment options, the other partner may be trying to deal with their 
experience of negative emotions over the news of their partner’s illness. 
The impact of illness progression on the strategies employed by couples to 
cope with the disease has been investigated in a few studies of spousal coping and 
spousal support in dealing with a chronic illness (V.S. Helgeson, Snyder, & Seltman, 
2004; Maliski, Heilemann, & McCorkel, 2002; U. Schulz & Schwarzer, 2004). To 
30 
 
illustrate, Malinski et al. (2002) examined how couples coped with the onset and 
progress of prostate cancer. The findings suggested that couples demonstrated a shift 
from independent coping with the cancer at diagnosis, to engaging in collaborative 
coping as information was gathered, to decision-making regarding treatment 
becoming a task primarily dealt with by the patient (Maliski et al., 2002).  The 
findings of Maliski et al. provide some evidence regarding changes in couple coping 
over time as a function of dealing with the progression of illness. Similarly, couple 
members varied in their use of social and personal resources to cope with stress at 
different time points over a four-year period post diagnosis of breast cancer (U. 
Schulz & Schwarzer, 2004). Thus, the progression of the disease is represented in the 
DCM as being important to understanding how couples cope and adjust to a chronic 
condition over time (Berg & Upchurch, 2007). 
The third temporal process that is proposed to influence how couples cope 
with chronic conditions is a dynamic appraisal and reappraisal process of the illness. 
Figure 3.2 presents a detailed representation of dyadic coping in which appraisal is 
conceptualised as an important driver of the dyadic coping response with the 
caregiver and care-recipient are denoted as the ‘spouse’ and ‘patient’, respectively.  
Shown in the figure, the recursive paths linking patient appraisal to spouse appraisal 
reflect the interdependent nature of appraisal as conceptualised in the DCM. For 
example, the appraisal of a situation as highly threatening, and thus stressful by one 
member of the dyad, is likely to shape (at least in part) their partner’s appraisal of a 
situation. In turn, the partner’s appraisal may either reinforce the perception of the 
event as threatening or perhaps perceive the event as less threatening than their 
partner thereby diminishing the threat experienced by the first partner.  
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Figure 3.2 also illustrates the subsequent stages of the coping as a process 
including the coping response itself and adjustment to the stressor by the couple. The 
appraisal and coping responses of the dyad are core elements of the DCM, and are 
discussed in detail in the next section.  
 
 
Figure 3.2. Dyadic appraisal, coping and adjustment in couples from Development-
Contextual Model of Couple Coping with Chronic Illness. Reprinted from “A 
Developmental-Contextual Model of Couples Coping with Chronic Illness across the 
Adult Life Span” by Berg, C & Upchurch, R, 2007, Psychological Bulletin, 133(6), 
pg 933.  
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3.1.2 Appraisal and Coping as a Process 
 Since Folkman and Lazarus’ (1984) seminal work on coping, the appraisal 
and coping responses of individuals in dealing with stressors has been largely 
conceptualised as an unfolding process in which the individual is involved in a 
“transaction” per se with his or her environment. This transaction involves the 
individual responding to the progression of the stressor through an iterative process 
of appraisal and coping as the stressful context ebbs and flows over time. While 
appraisal and coping within the DCM are also viewed as iterative processes, the 
DCM adds a layer of complexity to these processes due to the dyadic 
conceptualisation of dealing with stressors such as a chronic illness. To this end, 
appraisal and coping is viewed as an interdependent process as part of the DCM. As 
already noted, the appraisal of a situation by one member of the couple is argued to 
influence the appraisal by their partner. However, according to the DCM, dyadic 
appraisal of a chronic illness is thought to occur across three dimensions—illness 
representation, illness ownership, and specific stressor appraisals.  
Illness representation reflects how the chronic illness is viewed by dyad 
members in terms of the timeline, control, and cause of the illness. This is discussed 
in terms of congruence and incongruence of the illness representation. A couple is 
congruent in their appraisal when they have a similar understanding of what caused 
the illness, its controllability and how the condition will change over time. When a 
couple has differing views and appraisals about a condition they hold an incongruent 
illness representation. Research into the congruence and incongruence of illness 
representation has found that congruent illness representations (which included 
agreement regarding a positive outlook of the illness) were associated with better 
patient recovery compared to couples who held incongruent appraisals or held 
congruent negative appraisals about the impact of the illness on their life (JoÃo 
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Figueiras & Weinman, 2003). However, research has also found that incongruent 
appraisals can have an adaptive quality in situations when the spouse has a role in 
addressing the over- or under-exertion of the patient (Heijmans, De Ridder, & 
Bensing, 1999). For example, Heijmans and colleagues (1999) found that people 
with Chronic Fatigue Syndrome reported higher wellbeing (as measured by the Short 
Form Health Survey -36) when the caregiver had an incongruent and more optimistic 
appraisal about the illness being addressed and resolved compared to the care-
recipient.  
Illness ownership refers to the couple’s perceptions as to who is principally 
responsible for the illness. That is, is the care-recipient solely responsible for the 
illness or is the illness seen as the responsibility of both the caregiver and the care-
recipient, and thus jointly obliged to manage the condition. The value of illness 
ownership as a factor that shapes the involvement of both members of a couple in 
illness management was examined in a study of caregiving wives and husbands 
(n=59 couples) receiving treatment for cardiac conditions (Pierce, Hong, Franks, & 
Ketterer, 2002). Wives engaged in more health promotion and healthy lifestyle 
behaviours to foster the health of their husband if they perceived that their husband 
had a need for ongoing care and that they had a role in maintaining their husband’s 
future health. Whether the couple shares a similar view on the illness ownership or if 
they have an incongruent or conflicting view about whether the illness is a shared 
issue is deemed as an important aspect of appraisal in the DCM. The centrality of 
congruence/incongruence regarding dyadic appraisal of illness ownership is reflected 
in other theories of chronic illness management. For instance, incongruence of illness 
ownership was highlighted in Rolland’s 1984 Psychosocial Typology of Chronic and 
Life-Threatening Illness. In Rolland’s work, incongruence of illness ownership was 
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more common and especially problematic for younger couples than older couples 
and when the timing of the illness was developmentally unexpected (Rolland, 1984).  
Finally, shared stressors refer to specific stressful events that both members 
of the dyad are required to deal with in relation to the illness. The focus on daily 
stressors is consistent with literature that suggests daily hassles have a stronger 
association with positive and negative affect than global life events (Kanner, Coyne, 
Schaefer, & Lazarus, 1981). The shift in language from daily hassles to shared 
stressors is adopted in the DCM to emphasise the dyadic nature of these stressful 
events.  DCM outlines appraisal processes of these daily shared stressors that draw 
upon the conceptual work of Bodenmann (2005) in which the appraisal of share 
stressors can be ‘individual’, ‘indirect relational’, or ‘shared’. ‘Individual’ refers to 
when the stressor is experienced by just one member of the dyad. ‘Indirect relational’ 
relates to when the stress experienced by one member of the dyad impacts the 
wellbeing of the other member of the couple. Finally, ‘shared’ refers to when both 
members of the couple consider the stressor to be an issue of mutual concern by the 
couple. Couples who hold similar perceptions of the shared nature of the stressor, its 
cause and how controllable the stressor is are proposed to foster positive and 
effective coping efforts (Bodenmann, 2005). However, it is important to note that 
while the notion of a ‘shared stressor’ and how such a stressor influences couple 
appraisal and coping is conceptually discussed in the DCM, there is currently little 
empirical evidence to support this conceptualisation.  
How a couple manages stress—their coping efforts—is also influenced by the 
approach to coping adopted by each partner. According to the DCM, four dyadic 
coping configurations are possible and are termed uninvolved, supportive, 
collaborative, and controlling coping (Berg & Upchurch, 2007). Uninvolved coping 
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is when a person believes that they are coping on their own with the stressful event 
without the assistance or support of their partner. Supportive coping represents a 
coping situation in which the individual perceives their partner is providing 
emotional and/or instrumental support. In collaborative coping, the issue is perceived 
as a joint issue and problem solving and social support is initiated and provided by 
both partners to deal with the challenges faced by the dyad. Finally, when one’s 
partner adopts a dominant role in how the situation should be managed, the coping is 
said to be of a controlling nature. According to the DCM, these dyadic coping 
configurations are thought to influence a couple’s subsequent adjustment to chronic 
illness.  
 Whilst evidence to support the coping configurations outlined by Berg and 
Upchurch (2007) as part of the DCM is limited, there exists some evidence to 
suggest that both uninvolved and controlling coping configurations yield poorer 
outcomes for couple members (Hagedoorn et al., 2000; V. S. Helgeson, 1991; V. S. 
Helgeson & Lepore, 1997; Kuijer et al., 2000). Uninvolved coping has been shown 
to result in poorer health and recovery from illness (V. S. Helgeson, 1991; V. S. 
Helgeson & Lepore, 1997). In a study of men recovering from prostate cancer the 
use of unmitigated agency—a type of uninvolved coping in which a person focuses 
on the self to the exclusion of others—predicted worse self-reported health status, 
more cancer related difficulties and greater difficulty expressing emotions (V. S. 
Helgeson & Lepore, 1997). Forms of controlling coping include protective buffering, 
overprotection and miscarried helping; in each instance one partner has a dominant 
role in managing the disclosure of information and how the situation will be 
managed. Protective buffering involves hiding of one’s own concerns and worries so 
as to not concern their partner. Protective buffering is used in combination with 
overprotection and miscarried helping where excessive assistance is provided in 
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response to the caregiver’s assessment that the care-recipient lacks the capacity to 
cope with their condition (Kuijer et al., 2000). Protective buffering has been linked to 
lower relationship quality (Hagedoorn et al., 2000; Schokker et al., 2010) and lower 
patient self-efficacy (De Ridder, Schreurs, & Kuijer, 2005). In a study of health 
outcomes associated with diabetes mellitus management, a spouse’s use of protective 
buffering was associated with diabetes management but was dependent on the 
patient’s appraisal of their illness (Johnson et al., 2014). For instance, when the 
patient reported feeling in control of their glycosylated hemoglobin (HbA1c), 
protective buffering was associated with higher levels of HbA1c and, therefore, 
poorer glycemic control. This was suggested to indicate that incongruence between 
one partner’s appraisal of the stressor and their partner’s controlling coping style 
could lead to poor health outcomes. Similarly, when patients reported low levels of 
perceived diabetes distress and low perceived consequences arising from diabetes, 
protective buffering was associated with fewer days of exercise. In this instance, the 
authors suggested that protective buffering undermined the seriousness of diabetes 
management.   
In contrast, supportive coping provided by one member of the couple to their 
partner is associated with positive couple outcomes. However, these outcomes are 
dependent on the nature of the support; for example, if advice from one member of 
the couple is construed by the other member of the couple as criticism (Manne, 
Alfieri, Taylor, & Dougherty, 1999; Manne & Glassman, 2000; Manne, Pape, 
Taylor, & Dougherty, 1999). Supportive involvement can include the provision of 
support that is perceived to be positive as well negative (Manne & Schnoll, 2001).  
Perceptions that one’s spouse has provided constructive support has been associated 
with healthy weight for people with Type 2 diabetes (P. Gallagher et al., 2012) and 
being physical active (Khan, Stephens, Franks, Rook, & Salem, 2013).  On the other 
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hand, the provision of support that was not been sought and not perceived by the 
recipient as helpful was associated with poorer recovery from surgery and illness and 
poorer psychological adjustment (Manne, Alfieri, et al., 1999; Manne & Glassman, 
2000; Manne, Pape, et al., 1999). For instance, while the perception of spousal 
support was associated with coping strategies that focused on gaining personal 
growth from the illness experience and positive mood for 221 cancer patients 
(Manne, Pape, et al., 1999), criticism from one’s spouse was associated with 
avoidant coping strategies and negative mood (Manne, Pape, et al., 1999). In another 
study, a spouse’s unsupportive behaviour was associated with the cancer patient’s 
psychological distress; a relationship that was mediated by the patient’s avoidance of 
thinking about or reminders of the cancer and their coping efficacy, but not the 
perceived controllability of a situation (Manne & Glassman, 2000).   
Research into collaborative coping suggests that this coping configuration is 
the most effective coping style (Berg, Wiebe, et al., 2008; Bodenmann, 1997; Coyne 
& Smith, 1994; Hagedoorn et al., 2000; Kuijer et al., 2000; Manne et al., 2006).  
Collaboration in the form of disclosure about concerns and thoughts of a condition to 
one’s partner, shared efforts in the acquisition and appraisal of information, and joint 
problem solving is proposed to be a constructive avenue to address the stressors 
when both members of the couple experience some distress in relation to the illness.   
The use of collaborative coping has been associated with better daily mood 
(Berg, Wiebe, et al., 2008) and greater relationship satisfaction amongst members of 
couples (Bodenmann, 1997; Hagedoorn et al., 2000; Kuijer et al., 2000). 
Furthermore, patients with high self-efficacy reported higher collaboration and 
dependence on their wife during myocardial infarction recovery (Coyne & Smith, 
1994); similarly, carers of people with cancer who were high in self-efficacy were 
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more likely to use collaborative coping techniques compared to those reporting low 
self-efficacy (Kuijer et al., 2000). The use of collaborative coping has been 
associated with better psychological adjustment for mothers and adolescents coping 
with type 1 diabetes (Berg, Schindler, & Maharajh, 2008; Berg et al., 2007), couples 
coping with prostate cancer (Berg, Wiebe, et al., 2008; Schindler, Berg, Butler, 
Fortenberry, & Wiebe, 2010), and couples coping with metastatic breast cancer 
(Badr, Kashy, Carmack, Cristofanilli, & Revenson, 2010). Collaborative coping is 
beneficial for couples because it reduces the negative stress by enacting shared and 
aligned coping efforts and by reinforcing beliefs that the relationship is characterised 
by mutuality, trust and intimacy and is generally healthy and helpful (Bodenmann, 
2005).  
In summary, the DCM describes a number of factors considered to influence 
how a couple appraises and copes with a chronic condition. With respect to how the 
chronic condition is appraised, the representation of the illness (i.e., the timeline, 
control and cause of the illness), ownership of the illness, and specific stressors are 
pertinent considerations.  With respect to the couple’s coping efforts, a number 
coping configurations are proposed including uninvolved, supportive, collaborative, 
and controlling coping. Importantly, for both the appraisal and coping components in 
the DCM, it is an interpersonal or dyadic perspective that is paramount to help 
understand the couples’ adjustment to the chronic condition.  
3.1.3 Congruent and Incongruent Coping Styles 
The congruence or incongruence (or discrepancy) of the coping strategies 
used by a couple is emphasised in the DCM and in the psychological literature more 
broadly (Barbarin, Hughes, & Chesler, 1985; Revenson, 1994) as a key variable that 
impacts whether the coping strategy or strategies used by members of a couple are 
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effective in ameliorating their experience of stress. The congruent/ incongruent 
approach to conceptualising dyadic coping suggests that psychological adjustment is 
optimised if both members of the couple adopt the same coping style, such as 
problem-focused coping or emotion-focused coping, while psychological adjustment 
is negatively affected if the strategy used by one member (i.e., problem-focused 
coping) is different to the strategy adopted by the other member of the couple (i.e., 
emotion-focused coping) (Bodenmann, Meuwly, & Kayser, 2011).  When the couple 
adopts a congruent coping style, they are matched in their interest to discuss their 
emotions, actively problem solve, seek help, or alternatively, in adopting emotional 
coping strategies where they distance themselves from the problem or engage in 
wishful thinking or rumination. Incongruent coping strategies leads to a mismatch in 
approach, where one member might wish to actively discuss the issue while the other 
member of the couple seeks to avoid the issue altogether; a scenario that would 
create more stress for the couple and negatively impact their psychological 
adjustment (Berg & Upchurch, 2007).    
There is evidence that supports the value of adopting a congruent / 
incongruent lens through which effective coping strategies are appraised (Berg et al., 
2007; Beveridge & Berg, 2007; Fagundes, Berg, & Wiebe, 2012; Manne et al., 2006; 
Pakenham, 1998) rather than focusing on the type of coping strategy such as 
uninvolved coping or collaborative coping in isolation (Bodenmann et al., 2011). For 
example, although collaborative coping has been shown to be an effective coping 
style, the need for one partner to engage in collaborative coping is not always 
matched with their spouse’s approach to coping (Coyne & Smith, 1991). The 
incongruent use of collaborative coping can impact the adjustment of the spouse who 
may not regard the stressor as requiring collaborative coping efforts (Beveridge & 
Berg, 2007). In this circumstance, it is suggested that need for collaborative coping—
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the active discussion of the illness, its management and implications—from one 
partner can become an ‘emotional contagion’ for the spouse if they do not perceive 
the condition to be stressful (Berg et al., 2007).  As such, the spouse experiences an 
ensuing set of negative emotions—emotions that were not experienced prior to the 
partner’s attempt to take a collaborative coping approach. This was demonstrated in a 
study of patients and their partners with early stage breast cancer (Manne et al., 
2006). The use of mutual constructive communication, which is conceptually similar 
to collaborative coping, was associated with less distress and more relationship 
satisfaction at a nine month follow-up. However, in couples where one partner 
wanted to discuss the illness and the other partner wished to avoid the discussion, 
higher distress and lower relationship satisfaction were observed.  
Thus, it appears that the findings pertaining to the benefits of congruent 
coping are somewhat inconsistent. On the one hand, congruent coping by a couple is 
associated with positive outcomes, while on the other, coping congruence is 
associated with poorer wellbeing. The key determinant that may explain these mixed 
findings is whether the congruence coping is of a constructive or non-constructive 
nature. That is, if both couple members engage in the congruent use of constructive 
coping, then positive outcomes should ensue. In contrast, if both members of the 
couple engage in non-constructive coping, whether it be emotion-focused or highly 
controlling coping, then outcomes may be less positive. In one of the earliest 
investigations of coping congruence conducted by Pakenham (1998), the use of 
congruent or incongruent problem-focused coping or emotion-focused coping was 
examined in 45 couples coping with multiple sclerosis. The coping responses of 
couples were investigated in terms of their association with couples’ experiences of 
stress, depressive symptoms, and adjustment. Coping congruence was associated 
with less stress but only for congruent problem-focused coping; that is, active efforts 
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to problem solve and address the issue (Pakenham, 1998). On the other hand, 
congruence of emotion-focused coping (i.e., distancing, wishful thinking) was 
associated with more stress for the couple. The congruence of a less adaptive coping 
strategy in this case was linked to poorer outcomes for the couple. Likewise, the 
previously described study by Manne et al. (2006) found mutual avoidance was 
associated with distress for both partners. In contrast, a study by Fagundes et al. 
(2012) found that when husbands with prostate cancer and their wives both reported 
experiencing intrusive thoughts (i.e. frequent or reoccurring thoughts) regarding the 
cancer, less negative affect was experienced than when just one member reported 
intrusive thoughts (Fagundes et al., 2012). Likewise, studies by Bodenmann et al. 
(2011) suggest that the type of congruent coping (i.e., constructive or non-
constructive) appears to have either minimal negative impact or leads to better 
adjustment for couples (Bodenmann et al., 2011). Thus, the congruence of the coping 
(regardless of the type of coping style), appeared to result in beneficial outcomes. 
Therefore, while the coping configurations of uninvolved, supportive, 
controlling and collaborative coping, outlined in the DCM have merit, the evidence 
presented here would suggest they are of less relevance than the congruence or 
incongruence of coping configurations used by couples. Thus, future research 
targeting the congruent and incongruent nature of couple coping seems important in 
developing a comprehensive insight into dyadic coping processes, especially within 
contexts such as chronic illness.      
3.1.4 Sociocultural and Proximal Contexts 
 In addition to the three temporal dimensions of the DCM—developmental 
lifespan, progression of chronic disease, and illness appraisal and reappraisal—
emphasis is also placed on the ‘sociocultural context’ and ‘proximal context’ 
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associated with coping with stressors. The sociocultural context relates to the role of 
culture and gender in the appraisal and coping strategies undertaken by the couple, 
while the ‘proximal context’ relates to the relationship processes underpinning 
couple functioning the impact of the illness on couple coping.  As outlined in 
Chapter 2, culture influences the experience of caregiver stress (Adams et al., 2002; 
Depp et al., 2005).  While culture contributes to differences in beliefs about illness, 
perceptions of health symptoms, access to healthcare and treatment modalities, Berg 
and Upchurch focused on how culture can influence how couples cope with chronic 
conditions. Specifically, the proclivity for some cultures to emphasise independent 
coping where individuality and self-reliance is accentuated versus interdependent 
coping where the connectedness of the self to others is highly valued is considered as 
an important aspect of how culture influence dyadic coping (Lam & Zane, 2004). 
Specifically, such cultural differences can affect whether a stressor is appraised as 
being shared with one’s partner and whether coping strategies used by the couple are 
collaborative and/or congruent in nature (Lam & Zane, 2004). 
Gender is the other socio-cultural factor that is emphasised in the DCM as 
influencing dyadic coping configurations. In a meta-analysis of coping styles adopted 
by men and women, it was found that women tend to use more diverse set of coping 
strategies than men, and were more likely to seek emotional support, ruminate about 
problems and use positive self-talk (Tamres, Janicki, & Helgeson, 2002).  Women 
are also more likely to adopt a collaborative coping style (Kuijer et al., 2000) and to 
benefit from collaborative coping more than men (Hagedoorn et al., 2000; U. Schulz 
& Schwarzer, 2004).   
In relation to proximal factors that influence dyadic coping, the DCM places 
special emphasis on both relationship functioning (including the quality of the 
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relationship) and the illness condition as shaping dyadic appraisal and coping 
configurations. The illness condition reflects the diverse characteristics that are 
represented in different morbidities and disabilities.  Drawing upon taxonomies 
regarding the psychosocial impacts of a disease (i.e., the Common-Sense Model of 
Self-Regulation of Health and Illness (Leventhal, Brissette, & Leventhal, 2003) and 
the Psychosocial Typology of Chronic and Life-Threatening Illness (Rolland, 1984)), 
Berg and Upchurch (2007) proposed that aspects of the condition such as: the need 
for daily management and controllability, the impact on cognitive functioning, the 
speed of onset and development, stability of disease consequences, the likelihood of 
recurrence, and visibility of the condition can impact dyadic appraisal and coping.  
Relationship functioning and quality is considered as another important 
proximal factor that has a bi-directional association with dyadic coping. Specifically, 
it is suggested that positive relationship functioning and quality (e.g., a relationship 
in which spouses meet each other’s relationships needs in a sensitive and responsive 
way that encompasses trust, intimacy and commitment) is likely to result in a couple 
employing more congruent dyadic coping configurations in dealing with a chronic 
condition. Moreover, the use of effective dyadic coping configurations (such as 
congruent collaborative coping) may yield increases in marital satisfaction and 
psychological adjustment. That is, couples that developed similar ways of viewing 
and coping with a chronic illness, especially if that coping is collaborative or 
supportive, may signal to each couple member about their desire to deal with the 
problem in a shared and validating way. This in turn, may lead to enhancements in 
couple functioning and quality and enhance the psychological adjustment of couple 
members (Berg & Upchurch, 2007).  
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To date, relationship functioning and quality has been linked to the 
experience of caregiving burden and caregiving satisfaction (Iecovich, 2011). For 
instance, low cognitive function for husbands predicted subsequent diminishing 
cognitive function in wives but only when wives reported marital problems 
(Strawbridge, Wallhagen, & Shema, 2011). The physical and mental health 
functioning amongst spousal couples coping with prostate cancer was associated 
with marital satisfaction for both dyad members (Zhou et al., 2011).  Furthermore, 
partner effects were identified such that husband’s physical and mental health 
functioning was linked to their wives marital satisfaction (Zhou et al., 2011).   
 The socio-cultural and proximal factors proposed by the DCM appear to be a 
consequence of its empirical derived origins. That is, the caregiving evidence has 
flagged these factors as being influential in how couples cope with chronic illness. 
As a consequence, they are acknowledged as important variables in the DCM. 
However, given the extensive literature surrounding the role of gender and culture in 
caregiving, this thesis places particular emphasis on the relationship functioning 
aspect, as there exists far less research investigating the role of this proximal factor 
within the DCM and the caregiving literature more generally. 
3.1.5 Evidence for a Dyadic Model of Couple Coping  
 One of the most significant contributions that the DCM makes to the current 
understanding of coping is to extend the conceptualisation of stress and coping 
beyond the individual and to consider coping as an interpersonal phenomenon. This 
dyadic perspective is supported by various research studies (Kouros & Cummings, 
2010; Olsen Roper & Yorgason, 2009; Pruchno et al., 2009; Schokker et al., 2010; 
Windsor et al., 2009).  For example, in a study looking at adjustment in stroke 
survivors and their spousal caregivers (Godwin et al., 2013), care-recipient stress 
45 
 
affected both their own and their spouse’s stress over time, although caregiver’s 
stress did not demonstrate an effect on their partner’s stress. Other studies have 
shown that spouses influence their partner’s health behaviours (August & Sorkin, 
2010) and enhance medication adherence (Trivedi, Bryson, Udris, & Au, 2012). 
Furthermore, systematic reviews of interventions that target the dyadic coping in 
couples dealing with a chronic illness have been shown to be more effective than 
interventions focusing solely on the patient’s coping strategies (Martire, 2005; 
Martire, Lustig, Schulz, Miller, & Helgeson, 2004).  
 Much of the research that has been conducted on dyadic coping, especially 
amongst older couples, adopts a cross sectional study design or brief follow up often 
using a seven or 14 day daily diary data collection method (Berg, Schindler, Smith, 
Skinner, & Beveridge, 2011; Berg, Wiebe, et al., 2008; Fagundes et al., 2012; 
Johnson et al., 2014). What is missing from the literature is an understanding of how 
dyadic coping shapes adjustment to illness over an extended period of time. The 
temporal aspect of the DCM can only be investigated if future research focuses on 
how the appraisalÆcopingÆadjustment link manifests over the extended course of a 
chronic illness. Thus, it is necessary that future research focus on conducting dyadic 
longitudinal studies to test central tenets of the DCM.  
 While the DCM was published relatively recently, many of the concepts 
apparent in the model are familiar to the field of stress and coping investigation. The 
seminal work of Richard Lazarus, Susan Folkman and colleagues regarding the 
development of the Transactional Stress Theory (R.S. Lazarus & Folkman, 1984), 
although not discussed at length by the DCM, feature heavily in the theoretical 
papers cited as influencing the development of the DCM (Bodenmann, 1997, 2005; 
Coyne & Fiske, 1992; Coyne & Smith, 1991; Lyons et al., 1998; Reiss, 1982; 
Revenson, 1990, 1994). How the stress-coping process is described by the 
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Transactional Stress Theory and the evidence that has emerged in relation to this 
theory can help illuminate and support the concepts presented in the DCM. 
Therefore, Transactional Stress Theory (TST) is discussed in the following section.   
3.2 Transactional Stress Theory  
The Transactional Stress Theory (TST) was developed in response to 
shortcomings in the prevailing paradigms of stress and coping (Folkman & 
Moskowitz, 2004; Richard S. Lazarus & Folkman, 1987). Specifically, TST shifted 
the focus of coping away from coping as being best explained by qualities that are 
inherent to the stressful events or traits of the individual, to a more dynamic 
exchange between the person and the environment (R.S. Lazarus & Folkman, 1984).  
The concepts of appraisal and coping noted in the DCM were central tenets of 
TST. Appraisal, according to the TST, is a cognitive process in which an individual 
categorises or evaluates a situation with respect to its impact on the wellbeing of the 
individual and their capacity to cope with the situation (R.S. Lazarus & Folkman, 
1984). Two main types of appraisal are proposed—primary and secondary appraisal. 
Three kinds of primary appraisal are described: ‘irrelevant’ for which there is no 
implication of the event on the person’s wellbeing; ‘benign-positive’ in which the 
outcome of the situation is a positive one; and ‘stressful’ where the situation will 
directly impact the person’s wellbeing and coping resources will need to be 
mobilised to deal with the stressor. When a situation is assessed as stressful, a 
secondary appraisal process is activated in which the individual determines if the 
stressor will lead to a harm/loss, threat or challenge for the individual. A ‘harm / 
loss’ indicates that the situation has already resulted in physical or psychological 
damage to the individual, ‘threat’ refers to a stressful situation where the individual 
perceives they lack the skills and resources to deal with the stressor, and ‘challenge’, 
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refers to a stressful situation in which the individual perceives that they have the 
skills and abilities to deal with the stressor.   
According to TST, the appraisal of a situation results in the enactment of 
coping strategies to deal with the stressful situation (R.S. Lazarus & Folkman, 1984).  
TST distinguishes between two coping strategies; problem-focused coping and 
emotion-focused coping. The former refers to coping that is directed at managing or 
altering the problem, while the latter refers to efforts to regulate one’s emotional 
response to the problem. The broad coping strategies—namely—problem-focused 
coping and emotion-focused coping, are proposed to be associated with eight lower-
order specific coping strategies. Two specific coping strategies constitute the 
problem-focused coping factor; confrontive coping (aggressive efforts to alter the 
situation) and planful problem-solving (deliberate efforts to analyse and alter the 
situation). The remaining six strategies relate to emotion-focused coping; distancing 
(detaching oneself), self-controlling (regulating one’s own feelings), accepting 
responsibility (acknowledging one’s own role), escape-avoidance (wishful thinking 
or efforts to escape or avoid), seeking social support (the seeking of informational, 
tangible, or emotional support), and positive reappraisal (creating positive meaning) 
(Folkman & Lazarus, 1985). These coping strategies have been validated in a 
community sample of middle-aged married couples (Folkman, Lazarus, Dunkel-
Schetter, DeLongis, & Gruen, 1986) with acceptable Cronbach alphas detected for 
the coping styles (with α=.66 the lowest index of internal consistency for any of the 
scales – this pertaining to ‘accepting responsibility’).  This factor structure was 
validated in testing with a student population although the seeking social support 
coping style in this study loaded onto both higher order factors of problem-focus and 
emotion-focused coping factors (Folkman & Lazarus, 1985). 
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3.2.1 Evidence regarding the Transactional Stress Theory 
A number of studies have investigated coping from the TST perspective. 
These studies examined coping in a variety of stressful circumstances such as school 
examinations, daily hassles, as well as caregiving (Billings, Folkman, Acree, & 
Moskowitz, 2000; DeLongis, Folkman, & Lazarus, 1988; Folkman, Bernstein, & 
Lazarus, 1987; Folkman & Lazarus, 1985).  In one of the most well-known studies of 
Transactional Stress Theory, appraisal and coping were assessed at multiple times 
during a school examination period (Folkman & Lazarus, 1985). Data were collected 
from 108 psychology undergraduate students at three time points; two days prior to 
an exam, five days after the exam, and five days after the results of the exam were 
announced. Students were asked to appraise the examination period across four 
dimensions on all three occasions—the extent to which the examination was deemed 
threatening, challenging, harmful and of benefit for the student. The majority of 
students (94%) reported both threat and challenge appraisals prior to the exam; these 
appraisals of threat and challenge declined after students had received their results. In 
contrast, harm and benefit appraisals were found to increase once students had sat the 
exam and remained elevated after receiving their grades. The variation in appraisal 
patterns that was observed amongst students was proposed to support the concept 
that appraisal of a stressor changes as the characteristics of the situation also change. 
One situational characteristic that the authors suggested varied at each assessment 
time was the level of ambiguity. That is, prior to the exam, ambiguity regarding the 
exam and how the student would perform was at its highest and as such the student 
has greater difficulty evaluating the likely outcome, leading to the experience of both 
positive (challenge) and negative (threat) appraisals.  In contrast, after the exam had 
transpired, ambiguity was said to have declined and students were able to make more 
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explicit appraisals of whether the event was harmful or beneficial. Thus, appraisal of 
an event varied as a function of the outcome certainty of the stressor.  
The types of coping strategies used at each time point were also assessed. The 
study found that students employed both problem and emotion-focused coping 
strategies at each time point (Time 1 99%; Time 2 95%; Time 3 94%) and used an 
average of between six and seven of the eight lower-order coping styles that 
constitute problem and emotion-focused coping. The coping styles that demonstrated 
a decrease in use from prior to and immediately after the exam included problem-
focused coping, seeking social support, and emphasising the positive. In contrast, at 
Time 2 the use of distancing increased. After receiving their grades at Time 3, 
student’s reliance on wishful thinking and distancing as coping strategies declined.  
According to Folkman and Lazarus (1985) the use of more problem-focused coping 
efforts reflects students attempt to affect the outcome of the event through their 
behaviour. Management of one’s emotional state through distancing increased once 
the students could not influence the exam results any longer as they awaited their 
results. These variations in the use of coping strategies again suggest that coping 
strategies appear to change in response to fluctuations in stressful situations.  
Further support for the idea that coping is a dynamic process that is 
influenced by the situational context emerged in a stress management study with 85 
middle aged couples (Folkman et al., 1986). Participants were interviewed monthly 
for six months about the most stressful event in the preceding week. Information was 
gathered about primary appraisal variables measuring the key facet of the situation 
that made it stressful (e.g. one’s self esteem, or a loved one’s wellbeing), secondary 
appraisal variables that measured the perceived controllability of the situation, and 
coping strategies including the eight styles of coping as measured using the Ways of 
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Coping Checklist (Folkman & Lazarus, 1985). This study further categorised the 
outcome of the situation as satisfactory (either resolved to their satisfaction or 
unresolved but improved) or unsatisfactory (as unchanged, worse, resolved but not to 
their satisfaction). This study found both primary and secondary appraisals were 
associated with the coping strategies that ensued. For example, when a situation was 
assessed as being more changeable, participants tended to accept more responsibility, 
and used more confrontive coping, planful problem-solving, and positive reappraisal. 
Distancing and escape-avoidance coping strategies were more evident when the 
situation was appraised as being less amenable to change. Appraisal and coping were 
also associated with whether the outcome of the situation was deemed satisfactory or 
unsatisfactory. With respect to secondary appraisals, situations appraised as 
changeable were associated with more satisfactory outcomes. Finally, more planful 
problem solving and positive reappraisal were observed with satisfactory outcomes 
while confrontive coping and distancing were coping strategies more frequently 
observed to have an unsatisfactory outcome.  
In short, TST depicts coping as a dynamic unfolding process (Folkman & 
Lazarus, 1985), in which people use multiple coping strategies during stressful 
events (Folkman & Lazarus, 1985), and coping strategies are influenced by the 
individual’s appraisal of the situation (Folkman & Lazarus, 1985; Folkman et al., 
1986; Gruen, Folkman, & Lazarus, 1988). This perspective of stress and coping has 
been applied to area of chronic illness and caregiving (Ben-Zur, Gilbar, & Lev, 2001; 
Bigatti, Steiner, & Miller, 2012; Epping-Jordan et al., 1999; Eun-Jeong, DeDios, 
Fong, Simonette, & Lee, 2013; Eun-Jeong, DeDios, Simonette, & Lee, 2013; J. 
Gallagher, Parle, & Cairns, 2002; McCabe, Stokes, & McDonald, 2009), with certain 
coping strategies more likely to predict adjustment and the quality of life for people 
living with a chronic condition and caregivers than other forms of coping. For 
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example, in a study of 90 carers of people with multiple sclerosis, avoidance and 
practical assistance (which aligns with planful problem solving from the Ways of 
Coping Checklist) were both predictors of caregiver strain for men and women, 
while women were found to use criticism and coercion (which aligns with 
confrontive coping from the Ways of Coping Checklist) more frequently which was 
in turn a predictor of caregiver strain (Eun-Jeong, DeDios, Fong, et al., 2013). The 
coping strategies used by caregivers have also been found to impact on their 
adjustment, use of resources, and perceptions of family functioning (Eun-Jeong, 
DeDios, Simonette, et al., 2013).  
The coping strategies used by people living with multiple sclerosis have also 
been found to predict their quality of life (McCabe, 2006). Specifically, the physical, 
psychological and environmental (e.g., safety, ﬁnancial, health, transport) quality of 
life domains were positively associated with the use of a ‘focusing on the positive’ 
coping strategy (i.e., ‘positive reappraisal’) and negatively influenced by the use of 
‘wishful thinking’. Psychological quality of life was also positively associated with 
the use of ‘social support’, and the social relationships quality of life domain was 
positively influence by more positive ‘social support’ and negatively influenced by 
‘wishful thinking’ coping strategies (McCabe, 2006).  Moreover, although people 
with multiple sclerosis were found to have lower quality of life of all domains in 
comparison to a sample of people who did not have a neurological or chronic 
condition, they did had higher psychological quality of life and adopted more 
‘focusing on the positive’ and ‘detachment coping’ strategies (McCabe et al., 2009). 
These findings reflect the adaptive nature of these coping strategies given the impact 
of the disease on their physical and functional wellbeing and the limited capacity that 
the people affected by the condition have to exert control over the disease progress. 
People living with multiple sclerosis increased their use of the ‘social / emotional 
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support’ and ‘detachment’ coping strategies over time, and showed decreased use of 
‘wishful thinking’(McCabe et al., 2009). These changes in coping strategies suggest 
people with multiple sclerosis employ an adaptive use of an emotion-focused coping 
strategy (‘detachment’) in light of their reduced capacity to alter their physical and 
functional health, reduced an ineffective emotion-focused coping strategy (‘wishful 
thinking’) that perpetuates rumination and is associated with lower quality of life 
(McCabe, 2006), whilst accessing resources (‘social/ emotional support’) to facilitate 
healthy adjustment to their condition. 
Furthermore, associations have been found between appraisal, coping and 
depressive symptoms for women with breast cancer (Bigatti et al., 2012; J. Gallagher 
et al., 2002). Threat appraisals were commonly elicited following diagnosis of breast 
cancer and threat appraisals were positively associated with depressive 
symptomatology (J. Gallagher et al., 2002). In contrast, harm/loss appraisals were 
associated with increased use of escape-avoidance coping which predicted more 
depressive symptoms (Bigatti et al., 2012). These findings are consistent with other 
breast cancer research that suggests emotion-focused coping strategies are associated 
with poorer health outcomes (Epping-Jordan et al., 1999) and problem-solving 
coping strategies were associated with better psychological adjustment (Ben-Zur et 
al., 2001).   
Thus, the concepts of appraisal and coping which were central processes 
underpinning couple coping in the DCM, benefits from the rich theoretical and 
empirical foundation that has emerged in relation to the TST (Folkman & Lazarus, 
1985, 1988; Folkman et al., 1986; Folkman & Moskowitz, 2004; Gruen et al., 1988; 
R.S. Lazarus & Folkman, 1984). Moreover, the concepts of appraisal and coping 
have been explicitly studied within the context of caregiving and associations have 
been found (both cross-sectionally and longitudinally) supporting the 
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appraisalÆcopingÆadjustment link (Ben-Zur et al., 2001; Bigatti et al., 2012; 
Epping-Jordan et al., 1999; Eun-Jeong, DeDios, Fong, et al., 2013; Eun-Jeong, 
DeDios, Simonette, et al., 2013; J. Gallagher et al., 2002; McCabe et al., 2009). 
These findings lend indirect support to the DCM in its characterisation of coping as 
dynamic process involving these three key elements (appraisal, coping and 
adjustment). However, the DCM extends the framework of the TST beyond the 
individual by framing coping with chronic conditions as being best understood from 
a dyadic perspective (Berg & Upchurch, 2007). 
3.2.2. Situation versus Trait Perspectives of Stress and Coping 
TST was developed to address shortcomings of stress-coping models in 
which the coping strategies used by individuals were argued to reflect stable trait-like 
dispositions rather than state-like responses that reflected adaptations to a given 
stressful context (R.S. Lazarus & Folkman, 1984). The shift away from these trait-
like perspectives of stress-coping was apparent in the research conducted in the 
1950-1970’s by Lazarus and colleagues in which questions about the capacity for 
personality traits to account for differences in stress management and coping were 
considered (Eriksen, Lazarus, & Strange, 1952; R.S. Lazarus, Baker, Broverman, & 
Mayer, 1957; Opton Jr & Lazarus, 1967). Instead, coping in the TST was emphasised 
as being a malleable phenomenon in which coping reflects a transaction between a 
person and their way of dealing with a stressful environment (Folkman & 
Moskowitz, 2004; R.S. Lazarus & Folkman, 1984). Despite decades of research to 
understand whether coping is best represented as a trait-like or state-like 
phenomenon, the field remains unresolved as to the relative contribution of 
individual differences and situational factors to coping. This is largely because 
evidence exists to support both trait-like and state-like conceptualisations of coping 
(R. S. Lazarus, 2000).  
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In relation to the state-based perspective of coping, research already reviewed 
in this chapter by Folkman and Lazarus (Folkman et al., 1986; R. Lazarus, Opton Jr, 
Nomikos, & Rankin, 1965) supports a state-based perspective of coping. In relation 
to the trait perspective of coping, studies have found that people display consistent 
patterns of coping across time and across diverse stressful situations (Roesch, Wee, 
& Vaughn, 2006). For instance, individuals scoring high on neuroticism have been 
found to consistently rely on avoidant coping behaviours, such as denying the reality 
of the situation (Costa & McCrae, 1986; Vollrath, Torgersen, & Alnæs, 1995). 
Conversely, individuals scoring high on extraversion and conscientiousness have 
demonstrated a heightened reliance on problem-focused coping strategies, such as 
taking active steps to try to remove the stressor or ameliorate its effects (Costa & 
McCrae, 1986; Roesch et al., 2006). Thus, consistent with the trait-based approach to 
coping, it appears that individuals have preferred ways of coping with stress and that 
these tendencies are derived from stable personality characteristics.  More recent 
research, the Changing Lives of Older Couples (CLOC) study, found a moderating 
impact of personality on late-life spousal loss on depressive symptoms (Pai & Carr, 
2010). This study found that extraverted or conscientious people had fewer 
depressive symptoms but the situation—the expectedness of the death—moderated 
the impact such that extraversion was only protective of the effects of bereavement 
when the death was expected. More generally personality has been linked to how 
frequently someone might experience a stressful incident, whether they appraise a 
situation as stressful, as well as their choice and perceived effectiveness of coping 
strategies (Bolger & Zuckerman, 1995; David & Suls, 1999; Gunthert et al., 1999). 
In these studies, personality was found to moderate the relationship between how a 
situation is appraised and the coping strategy selected. 
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Therefore, to date, research has provided support for both the state-based and 
trait-based views of coping, and as a result, it is unclear whether coping reflects a 
variable process or a stable dispositional style. However, unlike TST, theoretical and 
empirical work to date regarding the DCM says little about whether coping is more 
reflective of a trait than state-based perspective, and to this end, whether individual 
differences may play a role in shaping dyadic coping configurations beyond the 
situation itself. This is an area of future research that is worthy of investigation 
within the DCM context. 
3.2.3. Individual Differences and Dyadic Coping 
To date, evidence suggests individual differences are important to consider in 
the investigations of stress and coping (David & Suls, 1999; Gunthert et al., 1999; 
Pai & Carr, 2010; Roesch et al., 2006). Not only are individual differences likely to 
play a role in coping processes as outlined in TST, but they are also likely to 
influence couple appraisal and coping configurations as part of the DCM. While the 
DCM does not explicitly outline the individual differences that may shape how 
couples cope with stress, individual differences are inherent in how relationship 
functioning (a proximal factor presented in the DCM) will influence dyadic coping. 
Individual differences have been shown to influence various facets of relationship 
function and quality and how couples deal with stressful situations (Baron et al., 
2007; Malouff et al., 2010; Rogge et al., 2006; Traupman et al., 2011). The evidence 
regarding the influence of individual differences on dyadic processes, and therefore 
the importance of integrating theories of individual differences as they relate to 
relationships into a framework of couples coping with chronic conditions is now 
briefly considered.  
Although the concept of individual differences is absent from the original 
DCM paper, a subsequent paper drawing on the DCM examined the impact of 
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negative traits on spousal appraisals (Traupman et al., 2011). This study found that 
people high in anxiety, anger and depression were more likely to rate their spouse as 
hostile, less friendly and more controlling. Other studies confirm the association 
between individual differences and relationship indicators, with intimate partners 
reporting high relationship satisfaction when their partner is low on neuroticism, and 
high on agreeableness, conscientiousness and extraversion (Malouff et al., 2010). 
Similarly, anger and hostility, have been associated with marital conflict (Baron et 
al., 2007), marital dissatisfaction, and separation and divorce (Rogge et al., 2006).  
Thus, individual differences in general, as well as individual differences in 
relationship functioning seem to influence how couples appraise, cope and interact 
with one another in dealing with stressful events including illness and disability. 
Appraisal, coping and individual differences in relationship functioning have all been 
associated with various aspects of psychological maladjustment making them critical 
components to consider in any model attempting to explain dyadic processes 
pertaining to caregiving arrangements. Despite this, dyadic coping theories such as 
the DCM fall short of formally conceptualising and evaluating the contribution of 
individual differences in relationship functioning and quality alongside dyadic 
appraisal and coping in predicting couple outcomes. However, research in the 
relationship sciences provides insights into how individual differences in the way 
people experience stressful situations can influence appraisal and coping responses 
as well as adjustment outcomes. In Chapter 4, literature in relation to attachment 
theory (Bowlby, 1969/1982; Mikulincer & Shaver, 2007)—one of the most widely 
researched theories of relationships and individual differences—is reviewed and an 
argument is proposed as to how relationship factors as studied in attachment may be 
an important inclusion in studies about dyadic coping within chronic illness. 
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3.3 Conclusion 
This chapter has overviewed key concepts within the Developmental-
Contextual Model of Couples Coping with Chronic Illness (Berg & Upchurch, 2007) 
and Transactional Stress Theory (Folkman & Lazarus, 1985). Coping as an iterative 
process is emphasised in both theories; however, there exists evidence to suggest 
individual differences also appear to influence people’s coping responses in 
systematic ways. Thus, coping research appears to be best served by considering the 
role of contextual and individual difference variables. Furthermore, coping theories 
such as TST and DCM, place emphasis on the importance of examining coping over 
time. While longitudinal research has been conducted within the TST framework, 
little by way of longitudinal research has emerged from the DCM perspective to 
understanding how couple coping proceeds over time within the context of a chronic 
illness. Thus, longitudinal research into the DCM is required to further unpack the 
assumptions of this theory as they relate to outcomes of couple coping over time.   
Within this chapter, it was also highlighted that the DCM extends the 
conceptualisation of coping to consider it as a dyadic phenomenon. The DCM 
suggests, in the context of couple coping, the configuration of a couple’s appraisal 
and coping responses is associated with how couples adjust to chronic illness. In 
doing so, the DCM highlights relationship functioning and quality as an important 
proximal factor that may influence dyadic appraisal and coping processes. Despite 
this acknowledgment, a considered articulation of how individual differences in 
relationship function may be linked to dyadic appraisal and coping is not provided as 
part of the DCM. This is despite the fact that research from a relationship sciences 
perspective suggests that individual differences in relationship dynamics are likely to 
play a key role in how couples cope with stressful contexts.  To address this gap, this 
study will draw upon attachment theory (Bowlby, 1969/1982)—a widely studied 
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theory of relationships and distress regulation—into the study of couple coping and 
adjustment to chronic illness. Chapter 4 will now describe attachment theory and 
how it relates to spousal caregiving, and coping with chronic conditions over time.  
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CHAPTER 4 
Attachment Theory 
 
This chapter describes attachment theory (Bowlby, 1969/1982), a theory in 
which it is proposed that humans are born with behavioural systems that predispose 
them to behave towards others in ways that will support their  capacities for survival 
and reproduction. Specifically, an individual’s relationship history with close others 
is thought to shape expectations, emotions and behaviours that people develop and 
carry over into their relationships with parents, siblings, romantic partners, peers and 
beyond (Mikulincer & Shaver, 2007). These individual differences impact individual 
outcomes and relationship functioning (Mikulincer & Shaver, 2007).   
This chapter will provide an overview of individual differences in attachment 
style—people’s most chronically accessible way of thinking, feeling and behaving in 
intimate relationships (Brennan, Clark, & Shaver, 1998; Erwin, Salter, & Purves, 
2001; Hazan & Shaver, 1987; Mikulincer & Shaver, 2007) and presents evidence 
that links differences in attachment style with how stressful events are appraised 
(Bonanno, 2004; Mikulincer & Florian, 1998; Mikulincer & Shaver, 2007; Shaver & 
Clark, 1994) and how people cope with stress (Berant, Mikulincer, & Florian, 2001a; 
Cassidy & Berlin, 1994; J. A. Feeney, 1999; Fuendeling, 1998; Lussier, Sabourin, & 
Turgeon, 1997; Mikulincer & Florian, 1998; Raskin, Kummel, & Bannister, 1998; 
Schmidt, Nachtigall, Wuethrich-Martone, & Strauss, 2002; Turan, Osat, Turan, 
Ilkova, & Damci, 2003; Wei, Vogel, Ku, & Zakalik, 2005).  The evidence that is 
presented will link individual differences in attachment to dyadic coping with 
chronic illness, highlighting the importance of integrating a theory of individual 
differences related to relationship functioning into the dyadic model of couple coping 
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with illness—The Developmental-Contextual Model of Couples Coping with 
Chronic Illness—proposed by Berg and Upchurch (Berg & Upchurch, 2007). This 
chapter will conclude with the proposal of a hypothesised model which portrays 
couple coping with chronic conditions as a dyadic process, that is influenced by both 
intra and interpersonal factors. Specifically, it is proposed that individual differences 
in attachment will influence appraisals of stress, which in turn, will be associated 
with dyadic coping configurations and the couple’s psychological adjustment to 
chronic illness.  
4.1 Attachment Theory 
Attachment Theory as proposed by John Bowlby describes why and how 
individuals seek and form close relationships with others (Bowlby, 1969/1982). 
Bowlby applied the notion of behavioural systems, a concept emerging from 
ethology, to human behaviour and human bonding. A behavioural system is a 
biological ‘neural program’ that dictates the conduct of behaviour in ways that will 
enhance one’s chances of survival and reproduction. While individuals possess many 
of these ‘hard-wired’ systems, the ‘attachment behavioural system’ is the system that 
is activated when an individual experiences distress.  
The set-goal of the attachment behavioural system is ‘felt security’ (Sroufe & 
Waters, 1977); a physical and psychological state of safety and comfort (Bowlby, 
1969/1982). In times of actual and perceived threat, it is proposed that people will 
seek security from an attachment figure—one of a select number of people targeted 
to provide proximity and safety (Bowlby, 1969/1982; Mikulincer & Shaver, 2007). 
The response received by an individual from their attachment figure determines 
whether the set-goal of the attachment behavioural system is met. More generally, 
the response received from an attachment figure shapes how individuals perceive 
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care is typically provided by others and, therefore, informs the individual’s 
understanding of human bonding and relationships (Ainsworth, 1967; Bretherton, 
1985; Main, Kaplan, & Cassidy, 1985; Mikulincer & Shaver, 2007).  
If the attachment figure is available and responsive to proximity bids, beliefs 
about proximity seeking in achieving security and protection are reinforced (C. K. 
Chen et al., 2013; Mikulincer & Shaver, 2007; Waters & Waters, 2006). The 
individual, therefore, feels loved, worthy, and confident that support from an 
attachment figure will be available and will provide assistance when problems are 
encountered in the future.  A non-responsive attachment figure necessitates revisions 
to the individual’s primary strategy to achieve felt security (i.e., proximity seeking). 
When the set-goal of the attachment system is not achieved, two secondary strategies 
of responding to the activation of the attachment behavioural system are employed; 
these are referred to as the hyperactivation and deactivation of the attachment system 
(Main, 1990).   
The attachment behavioural system is said to be chronically hyperactivated 
when a person receives inconsistent caregiving from attachment figures and, thus, 
proximity, security and protection are only sometimes outcomes of seeking care from 
an attachment figure.  As a consequence, the individual pursues proximity with 
greater intensity and persistence in an attempt to force the attachment figure to 
provide the attention and care that the person requires (Mikulincer & Shaver, 2007). 
The attachment behavioural system is said to be chronically deactivated when an 
individual consistently receives responses from an attachment figure that are 
dismissive of the individual’s distress or which punish expressions of need or 
vulnerability. In response to these disapproving or unavailable reactions from 
attachment figures, the individual tries to change the experience of stress by altering 
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their interpretation of the perceived stress to be less important or stressful, thereby 
distancing themselves from reliance on other people (Mikulincer & Shaver, 2007).  
An attachment style is formed from past experiences with attachment figures 
and is a “pattern of expectations, needs, emotions, and social behaviour” (Mikulincer 
& Shaver, 2007, pg 25) that becomes typical or characteristic of how an individual 
interacts with others and responds to distress (Mikulincer & Shaver, 2007).  
Experiencing different forms of caregiving and the use of hyperactivating or 
deactivating strategies yields three attachment styles—a secure, avoidant, and 
anxious/ambivalent attachment style (Hazan & Shaver, 1987). These three 
attachment styles have been found to be underpinned by two dimensions termed 
attachment anxiety and attachment avoidance (Brennan et al., 1998; Erwin et al., 
2001). A person with an anxious attachment style is characterised by being high on 
the attachment anxiety dimension and demonstrates excessive need for attention and 
approval and a preoccupation with relationships. This attachment style is associated 
with behaviours that focus on trying to minimise distance from one’s attachment 
figure; be it physical, cognitive, or emotional distance; and is linked to the desire to 
enmesh oneself with the attachment figure through clinging or controlling behaviour 
(Mikulincer & Shaver, 2007). These characteristics are thought to arise through an 
anxious individual’s relationship experiences with inept and inconsistent caregivers 
resulting in the use of hyperactivating strategies.  
A person with an avoidance attachment style is characterised by a high score 
on the attachment avoidance dimension and demonstrates an excessive self-reliance, 
discomfort with closeness and a distrust of others (Mikulincer & Shaver, 2007). 
These characteristics are thought to develop as a result of the avoidant individual’s 
relationship experiences with rejecting and unresponsive caregivers, resulting in the 
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use of deactivating strategies. People who score low on both anxious and avoidant 
dimensions are considered to be securely attached. Attachment security is 
characterised by a comfort with closeness, trust, open communication, an ability and 
willingness to care for others. More generally, securely attached individuals exhibit 
resilience, emotional wellbeing, and report positive mental health (Mikulincer & 
Shaver, 2007). These characteristics are thought to arise through relationship 
experiences with sensitive and responsive caregivers resulting in the use of the 
primary attachment strategy during periods of distress—the seeking of proximity.  
4.1.1 Attachment style, appraisal and coping strategies 
There is a considerable body of work that demonstrates the association 
between attachment style and how individuals appraise and cope with stressful 
situations (Mikulincer & Florian, 1998; Shaver & Clark, 1994). Individuals with a 
secure attachment style fare better in terms of managing their appraisal and 
experience of stress in ways that optimise their adjustment to stressful events. Secure 
attachment has been associated with ego-resiliency, positive expectations regarding 
the regulation of mood, confidence in one’s ability to solve life problems, greater 
optimism and hopeful attitudes in general, and hardier, more stress resistant attitudes 
(Mikulincer & Shaver, 2007). As a consequence, the secure individual can withstand 
the impact of stressful events and maintain positive affect for longer periods, 
promoting psychological adjustment (Bonanno, 2004).   
Research to date suggests that securely attached people are more likely to use 
problem-focused coping compared to insecurely attached people (i.e., people high on 
attachment anxiety and/or attachment avoidance) (Lussier et al., 1997; Mikulincer & 
Florian, 1998; Raskin et al., 1998). However, due to effective emotional regulation 
that helps to avoid a preoccupation with distress, securely attached people can also 
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flexibly employ coping strategies that suit the demands of the stressful situation 
(Fuendeling, 1998; Schmidt et al., 2002). For instance, securely attached mothers 
adopted a constructive use of distancing coping when the risk associated with an 
infant’s health threat was unchangeable (Berant et al., 2001a). Secure individuals 
more readily seek instrumental and emotional support from parents, close friends, 
and a romantic partner (Florian, Mikulincer, & Bucholtz, 1995), teachers, academic 
mentors, and counsellors (Larose, Bernier, Soucy, & Duchesne, 1999), as well as 
symbolic or spiritual attachment figures (i.e., God) (Birgegard, 2004). Secure 
individuals are also more likely to benefit from emotionally and instrumentally 
supportive interactions than insecure people (Mikulincer & Florian, 1997). These 
findings reflect these individual’s positive experiences of proximity-seeking and their 
belief that help will be available when required and that this help will render 
effective assistance (Mikulincer & Shaver, 2007). 
The experience and management of stress by anxiously attached individuals 
differs notably from securely attached individuals. As a result of their reliance on 
hyperactivating strategies, attachment anxious individuals are preoccupied with 
monitoring situations for any threat to an attachment figure’s availability, leading to 
more frequent and swift appraisals of stress (Mikulincer & Shaver, 2007). In order to 
obtain the necessary care in the event of a threat, attachment anxious individuals will 
exaggerate the seriousness of a situation and their distress (J. A. Feeney, 1999; Wei 
et al., 2005), and emphasise their vulnerability or inability to cope independently 
(Cassidy & Berlin, 1994; Mikulincer & Shaver, 2003).  
The use of emotion-focused coping is characteristic of individuals with an 
anxious attachment style (Mikulincer & Shaver, 2007). Unlike the secure individual 
who effectively regulates emotion to enable problem-focused coping, the emotion-
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focused coping used by anxiously attached people means that they dwell on their 
distress rather than alleviate it (Mikulincer & Florian, 1998). Though attachment 
anxious individuals experience heightened psychological distress which is related to 
increased support seeking (Vogel & Wei, 2005), their experiences of proximity 
seeking have led to negative perceptions of others’ supportiveness which can limit 
support seeking behaviour (Rholes, Simpson, Campbell, & Grich, 2001; Vogel & 
Wei, 2005). When support seeking is pursued, it is associated with more indirect 
nonverbal methods of seeking support such as crying, pouting, or sulking; strategies 
used to gain the attention of significant others without explicitly asking for help 
(Collins & Feeney, 2000).  
Individuals with an avoidant attachment style have also been linked with 
more frequent threatening appraisals of situations, though given their tendency for 
self-reliance, they often overestimate their own ability to cope effectively 
(Mikulincer & Shaver, 2007).  Attachment avoidant individuals respond to 
threatening events with lower emotional reactivity and intensity, reflecting their use 
of deactivating strategies (J. A. Feeney, 1999). As a result, distancing coping, a 
specific form of deactivation, is a coping strategy used by people with an avoidant 
attachment style (Mikulincer & Shaver, 2007). For instance, individuals with an 
avoidant attachment style who were diagnosed with Diabetes Mellitus were more 
likely to utilise distancing coping and passive resignation coping strategies, which 
were subsequently associated with poor adherence to medical regimens (Turan et al., 
2003). Avoidant individuals may also employ hyperactivating emotion-focused 
coping, but only in the occurence of major stressors when the distancing strategies of 
these individuals have previously failed to ameliorate distress (Berant et al., 2001a). 
Also consistent with avoidant individuals tendencies to distance themselves from 
needing support from others, is their low reliance on social support (Larose, Boivin, 
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& Doyle, 2001; Priel, Mitrany, & Shahar, 1998), the provision of which can worsen 
their affective state as it communicates to them their inability to rely upon 
themselves to deal with a stressful situation (Carpenter & Kirkpatrick, 1996; B. C. 
Feeney & Kirkpatrick, 1996; McGowin, 2002). 
4.1.2 Attachment theory and relationship functioning 
Attachment theory, as well as providing a perspective of how people manage 
distress, is a theory of relationships and thus, provides important insights into 
relationship functioning which has implications for dyadic coping. Attachment styles 
have been shown to influence various aspects of couple functioning and relationship 
quality. These aspects include how a partner’s actions are interpreted, how partners 
communicate with each other and provide one another with support, and how 
relationship conflict is resolved (Campbell, Simpson, Boldry, & Kashy, 2005; J. A. 
Feeney, 1995, 1999, 2004; J. Simpson, Ickes, & Blackstone, 1995; Sprecher & Fehr, 
2011). Securely attached people have been observed to have more accurate and 
empathic interpretation of their partner’s signs of distress (J. Simpson et al., 1995), 
experience more compassionate love for their partner (Sprecher & Fehr, 2011), and 
are more effective communicators (Fitzpatrick, Fey, Segrin, & Schiff, 1993) when 
compared to insecure attached people.  People who are anxiously attached suppress 
their expression of relationship concerns for fear of the impact on the relationship (J. 
A. Feeney, 1999). People with attachment avoidance also have limited disclosure of 
their concerns; however, this is in response to their use of deactivating strategies that 
minimises and dismisses the importance of relationship concerns (J. A. Feeney, 
1995, 1999). When a relationship concern is discussed, communication where one or 
both partners are insecurely attached is characterised by more verbal aggression and 
withdrawal (Senchak & Leonard, 1992), greater distress, and less skilful 
communication tactics (Campbell et al., 2005; J. A. Simpson, Rholes, & Phillips, 
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1996). Both anxious and avoidant individuals tend to ruminate and have ready access 
to worried thoughts (Jang, Smith, & Levine, 2002; Mikulincer, 1998a, 1998b). 
Insecurely attached people emerged from relationship conflicts with strong distress, 
negative self-views (J. A. Feeney, 2004), and are less likely to forgive their partners 
(Kachadouriam, Fincham, & Davila, 2004; Mikulincer, Shaver, & Slav, 2006).  
The dyadic effects of romantic partner’s attachment style in the context of 
caregiving relationships is an emerging area of investigation. In one study, spouses 
with Alzheimers Disease who were high in attachment anxiety reported more 
psychological and physical symptoms, which was exacerbated further when their 
spouse was also high on attachment anxiety (Monin, Schulz, & Kershaw, 2013). In 
addition, more physical symptoms were perceived by caregivers when their spouse 
was high in attachment avoidance (Monin et al., 2013). In a dyadic study involving 
dementia patients, attachment security was linked to fewer symptoms of anxiety and 
more positive self-concept amongst people with dementia, and better psychological 
health for the carer (Nelis, Clare, & Whitaker, 2012). Thus, it appears that 
attachment style is a factor in how couples manage and experience the challenges of 
chronic illness. However, the studies outlined above reflect only a handful of studies 
in the area. Therefore, more investigation is required to discern and validate these 
dyadic effects of attachment for carers and care-recipients.  
Attachment style as described by attachment theory is a relative stable trait-
like individual difference (Mikulincer & Florian, 1998; Mikulincer & Shaver, 2007; 
Shaver & Clark, 1994) enacted by individuals in response to distress. It explains 
interpersonal qualities amongst adult couples and how they respond to each other. 
Attachment theory, therefore, offers an important and empirically supported 
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framework for conceptualising individual differences that shape dyadic coping—
something that is absent from the DCM.  
4.1.3 Attachment style and coping dimensions 
The use of hyperactivated and deactivated coping styles as described within 
attachment theory (Main, 1990), also provides an alternative and theoretically 
derived conceptualisation of coping that contrasts the existing conceptualisation of 
coping styles (i.e., problem-focused coping, emotion-focused coping) outlined within 
TST (R.S. Lazarus & Folkman, 1984). While there exists some psychometric 
evidence for the problem-focused coping and emotion-focused coping distinction, 
and that these forms of coping are underpinned by more specific lower order coping 
styles (e.g., planful problem solving, distancing, wishful thinking, etc.) (Folkman et 
al., 1986), the TST conceptualisation of coping has been criticised for a number of 
reasons (Skinner, Edge, Altman, & Sherwood, 2003). These criticisms are now 
briefly overviewed followed by a description of the proposition that coping styles as 
conceptualised from an attachment theory perspective may provide a more 
appropriate framework for studying coping. In doing so, the proposed argument 
lends further justification for the integration of attachment theory into models of 
dyadic coping such as the DCM.  
A criticism of the TST coping strategies is the failure of the higher order 
emotion-focused coping concept to distinguish between emotional coping strategies 
that diminish emotional distress (e.g., suppressing thoughts about the problem) and 
those that accentuate or increase emotional distress (e.g., venting anger) (Stanton, 
Danoff-Burg, Cameron, & Ellis, 1994; Wei et al., 2005). The importance of 
distinguishing between these conceptually different coping strategies also relates to 
the different success that is achieved in reducing stress by way of these emotional 
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approaches (Scheier, Weintraub, & Carver, 1986; Steed, 1998). That is, in some 
instances, emotion-focused coping strategies that suppress distress appear to be more 
successful at enhancing a person’s wellbeing than emotion focused coping strategies 
that intensify distress (e.g., Berant et al., 2001a; McCabe et al., 2009). Thus, not all 
emotion-focused coping strategies are equally effective, and this distinction between 
deactivating and hyperactivating strategies may explain the inconsistent findings in 
the coping literature pertaining to emotion focused coping (e.g., Skinner et al. 2003). 
Another criticism of the TST coping strategies relates to the allocation of 
seeking social support (the seeking of informational, tangible, or emotional support) 
to a problem-focused or emotion-focused higher order coping strategy; this 
allocation has proven problematic (C. M. Aldwin & Revenson, 1987; Vitaliano, 
Russo, Carr, Maiuro, & Becker, 1985). Which of the two higher-order coping 
strategies to which seeking social support belongs, or indeed if it belongs in either, is 
a problem that calls into question the appropriateness of the higher order problem-
focused and emotion-focused coping distinction (Skinner et al., 2003). Various calls 
have been made to separate out the effects of social support as a coping strategy from 
emotion-focused coping as it is argued to reflect a highly constructive approach to 
dealing with distress (Endler & Parker, 1994; Karantzas, Hoyle, & Bale, 2015). To 
this end, social support is not a problem-focused approach to coping per se, but is 
nonetheless constructive in nature as is problem-focused coping. From an attachment 
theory perspective, constructive coping is conceptualised as proximity seeking (the 
primary strategy of the attachment system for dealing with distress). Moreover, 
proximity seeking to an attachment figure provides a platform upon which 
individuals can also mobilise agentic problem-focused strategies in dealing with 
distress (Mikulincer & Shaver, 2007). Thus, from an attachment theory perspective, 
both problem-focused and social support are considered as constructive coping 
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strategies used in stressful situations (Karantzas et al., 2015; Mikulincer & Shaver, 
2007). Therefore, an attachment theory approach to coping has the potential of 
providing a model of coping strategies that attempts to resolve a number of the 
conceptual problems that have emerged as function of subscribing to the emotion-
focused / problem-focused coping distinction. From an attachment theory 
perspective, coping is best conceptualised as three broad coping strategies – 
constructive coping, emotion-focused hyperactivation coping and emotion-focused 
deactivation coping (Karantzas et al., 2015). 
Finally, various empirical studies have noted that the emotion-focused / 
problem-focused coping distinction outlined within TST does not provide an 
adequate structure to explain data related to coping styles. Across numerous studies 
examining the factor structure proposed by Folkman and Lazarus, findings suggests 
that the two factor model of coping provides a consistently poor fit to the data, 
suggesting that a reconceptualization of the higher-order coping strategies is required 
(Bouchard, Sabourin, Lussier, Wright, & Richer, 1997; Parker, Endler, & Bagby, 
1993). For these reasons alternative frameworks within which coping can be 
theoretically conceptualised have been sought (C. M.  Aldwin, 2007; Skinner et al., 
2003). Therefore, the conceptualisation of coping as proposed within attachment 
theory provides a possible alternative model of coping that may address the various 
criticisms espoused against the original emotion-focused / problem-focused coping 
distinction proposed by Folkman and Lazarus (1984). 
The attachment theory based approach to coping was recently investigated by 
Karantzas et al. (2015) in which they examined the factorial goodness of fit of two 
alternative coping conceptualisations. Specifically, Karantzas et al. modelled the 
attachment theory-based model of coping (involving three higher order coping 
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factors of constructive coping, emotion-focused hyperactivation coping and emotion-
focused deactivation coping) and compared this to the seminal TST 
conceptualisation of coping (involving two higher order coping factors – problem-
focused coping and emotion-focused coping). These higher order factorial models 
were applied to data from the Ways of Coping Scale – Revised (WOC-R) (Folkman 
& Lazarus, 1985). Findings revealed that the fit of the attachment theory-based 
conceptualisation of coping involving three higher order factors was of significantly 
better fit to that of the TST conceptualisation involving two higher order factors of 
problem-focused coping and emotion-focused coping. Furthermore, as part of the 
attachment theory-based model of coping, the three higher order factors were found 
to load onto theoretically consistent first order factors. Specifically, emotion-focused 
hyperactivated coping loaded onto the coping subscales of anger and wishful 
thinking, emotion-focused deactivated coping loaded onto the subscales of cognitive 
distancing and avoidance coping, and constructive coping loaded onto the subscales 
of social support and problem-focused coping.  Examination of the association 
between the attachment dimensions and the three higher order coping strategies 
revealed that attachment avoidance was positively associated with the emotion-
focused deactivation, negatively associated with constructive coping, and unrelated 
to emotion-focused hyperactivation. Attachment anxiety was positively associated 
with emotion-focused hyperactivation and unrelated to the other two higher order 
coping strategies.  
The findings of the Karantzas et al. (2015) study not only provide support for 
the reconceptualisation of coping from an attachment theory perspective, but provide 
evidence for the associations between the attachment dimension and these higher 
order coping strategies. These results relate to the seminal work surrounding the 
TST, in lieu of empirical testing of the coping styles described by the more recent 
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DCM.  However, given broad associations between the central tenets of the DCM 
and TST, attachment theory may provide an important framework for rethinking 
aspects of the DCM. In particular, it may provide an insight into how individual 
differences in relationship functioning influence dyadic appraisal and coping, but 
may also provide insight into alternative ways of conceptualising dyadic coping. 
That is, dyadic coping could be considered in terms of the congruence or 
incongruence of couple’s use of constructive, emotion-focused hyperactivation and 
emotion-focused deactivation coping strategies. 
4.2 Research Model of Dyadic Coping with Chronic Conditions 
Increasingly, models of stress and coping recognise the importance of a 
dyadic focus to explain how people cope with and adjust to chronic illness (Berg & 
Upchurch, 2007; Bodenmann, 1997). The evidence emerging from recent studies is 
consistent with the view that coping with chronic illness is an interdependent process 
(Kouros & Cummings, 2010; Olsen Roper & Yorgason, 2009; Pruchno et al., 2009; 
Schokker et al., 2010; Windsor et al., 2009). The field is now equipped with 
appropriate data analysis techniques that can permit the modelling of phenomena at 
the dyadic level (Ledermann & Kenny, 2012). The current research study adds to the 
evidence regarding couple coping with chronic illness by taking a common fate 
modelling approach to the study of dyadic coping—cross-sectionally and 
longitudinally. Drawing on key facets of the DCM, TST and attachment theory, this 
research study explores the associations between dyadic appraisal configurations, 
dyadic coping configurations and dyadic psychological adjustment (symptoms of 
depression, anxiety and stress) to chronic illness. Moreover, this research will 
examine the extent to which a couple’s attachment style may influence the dyadic 
coping process, while controlling for the functional health of both couple members. 
The inclusion of the functional health of the couple has been incorporated into the 
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model given its theoretical (Berg & Upchurch, 2007) and empirical (Godwin et al., 
2013; Hoppmann et al., 2011; Pinquart & Sörensen, 2003) relevance to the way the 
couples deal with chronic illness.  
These associations are outlined in the hypothesised model shown in Figure 
4.1 which is termed the hypothesised common fate mediation model of chronic 
illness. Specifically, it is proposed that dyadic appraisal and coping configurations 
will partially mediate the association between a couple’s attachment style and their 
psychological adjustment to chronic illness. As already noted, the couple’s health 
and functional status is included in the model, but for the purposes of accounting for 
the couple’s health given that the context is chronic illness. This mediational model 
is proposed to apply both cross-sectionally and longitudinally. Within this model, the 
couple’s health and functional status is operationalised to include the extent to which 
couple members are able to engage in physical activities of daily living (e.g., 
toileting, showering) and instrumental activities of daily living (e.g., shopping, 
managing finances)—an operationalisation of health and functional status that has 
linked to caregiving outcomes (Ownsworth, Henderson, & Chambers, 2010; Pinquart 
& Sörensen, 2003; Ponto, Ellington, Mellon, & Beck, 2010; Savundranayagam et al., 
2011).  
While Figure 4.1 represents the hypothesised mediation model, the 
illustration is conceptual in nature to provide a simple understanding of the 
underlying structure of the proposed common fate mediation model. However, in 
practical terms, the hypothesised model is far more complex as it includes couple-
level assessments of: attachment anxiety and avoidance, different coping appraisals – 
namely – threat, harm, challenge and benefit, and the three coping strategies as 
conceptualised within the attachment theory framework (i.e., constructive coping, 
emotion-focused hyperactivation, and emotion-focused deactivation). Furthermore, 
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given that the literature on dyadic coping notes that the appraisal and coping 
strategies of couples can be congruent or incongruent in nature, the hypothesised 
model examines the extent to which various congruent and incongruent appraisal and 
coping configurations mediate the links between couple-level attachment anxiety and 
avoidance and couple-level psychological adjustment. To this end, multiple iterations 
of the hypothesised common fate mediational model of chronic illness are tested. 
These specific iterations of the model are discussed in detail in Chapter 6. 
 
 
 
 
Figure 4.1. Research model of dyadic coping with chronic conditions 
It is expected that the hypothesised common fate mediational model of 
chronic illness will apply cross-sectionally and longitudinally to a single sample of 
couples. Cross-sectionally, it is predicted that at any moment in time, the link 
between couple-level attachment and couple-level psychological adjustment will be 
mediated in part by couple’s contemporaneous appraisal and coping configurations. 
Moreover, these types of contemporaneous associations reflect past cross-sectional 
research within caregiving and other relationship contexts that has found associations 
between attachment, coping and adjustment outcomes in particular (Adnams & 
Karantzas, 2006; Goncalves & Karantzas, 2006). Furthermore, the hypothesised 
mediational model is proposed to apply longitudinally, in the form of an 
autoregressive-type model in which couple-level attachment at a particular time point 
is likely to influence dyadic appraisal and coping configurations at a subsequent time 
point, and in turn, couple-level appraisal and coping configurations may influence 
couple-level psychological adjustment at a later point in time. This type of 
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longitudinal model is especially plausible given that fluctuations in attachment style 
and coping are unlikely to be such that there are dramatic differences over time, as 
evidenced in recent studies on the topic (Karantzas et al., 2015). Specifically, the 
literature on attachment and coping suggests that these two phenomena may be more 
stable aspects of individual difference than initially considered, even in situations 
involving dynamic shifts, and thus are well suited in testing such a model. On the 
basis of the rationale provided for the development of the hypothesised common fate 
mediation model of chronic illness, the aims of this research were to: 
1. Determine the extent to which couple congruent and incongruent appraisal 
and couple congruent and incongruent coping strategies cross-sectionally 
mediate the associations between couple attachment and couple psychological 
adjustment. 
2. Determine the extent to which couple congruent and incongruent appraisal 
and couple congruent and incongruent coping strategies longitudinally 
mediate the associations between couple attachment and couple psychological 
adjustment. 
Figure 4.1 presents a model that has been developed for this research study that 
reflects elements of the Developmental-Contextual Model, Transactional Stress 
Theory, and Attachment Theory. The couple’s health and functional status has been 
incorporated into the model as a covariate given its theoretical (Berg & Upchurch, 
2007) and empirical (Godwin et al., 2013; Hoppmann et al., 2011; Pinquart & 
Sörensen, 2003) relevance to the amount of care required and the capacity of the 
couple to meet the care needs.  
Building upon these aims, it is hypothesed both cross-sectionally and 
longitudinally that:   
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1. Couple’s attachment anxiety and/or avoidance will be positively associated 
with couple-level psychological maladjustment. 
2. Couple’s attachment anxiety and/or avoidance will be positively associated 
with couple-level congruent and incongruent harmful appraisal and/or 
threatening appraisal and negatively associated with couple-level congruent 
and incongruent benefit appraisal and/or challenging appraisal. 
3. Couple’s attachment anxiety will be positively associated with the couple’s 
congruent use of emotion-focused hyperactivation coping strategies and 
unrelated to the couple’s congruent use of emotion-focused deactivation 
strategies and constructive coping strategies. 
4. Couple’s attachment avoidance will be positively associated with the 
couple’s congruent use of emotion-focused deactivation coping strategies 
and unrelated to the couple’s congruent use of emotion-focused 
hyperactivation strategies and constructive coping strategies. 
Predictions regarding the association between attachment and couple-level 
congruent and incongruent appraisal configuration have been made given that 
incongruent appraisal configurations shall be clustered according to (1) negative 
appraisals in which a situation is appraised as having past (‘harmful’) or anticipated 
(‘threatening’) damage to an individual’s physical and physical wellbeing, and  (2) 
positive appraisals in which a situation is appraised as having  past (‘benefit’) or 
anticipated (‘challenge’) growth or positive outcomes for an individual. For example, 
it is irrelevant whether the couple-level appraisal of a situation is congruent (i.e. both 
members of a couple make a ‘harmful’ appraisal) or incongruent (i.e., one member of 
a couple makes a ‘harmful’ appraisal when the other makes a ‘threatening’ appraisal) 
as both are negative appraisals and evidence suggests that people with attachment 
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anxiety or avoidance styles are more likely to make negative stressful appraisals of a 
situation (Mikulincer & Shaver, 2007; Shaver & Clark, 1994). The reverse is also 
true in that people with secure attachment, and, therefore, having low levels of 
attachment anxiety and avoidance, are more likely to make positive appraisals of a 
situation (Bonanno, 2004; Mikulincer & Shaver, 2007; Shaver & Clark, 1994). As 
such, it is anticipated that there will be negative associations between attachment 
anxiety and avoidance and positive appraisals in both congruent (i.e., both members 
of a couple make a ‘benefit’ appraisal) and incongruent (i.e., one member of a couple 
makes a ‘benefit’ appraisal when the other makes a ‘challenging’ appraisal) 
configurations. 
On the other hand, hypotheses about the association between couple-level 
attachment anxiety and avoidance and incongruent coping configurations are not 
proposed. While relationships between attachment anxiety and avoidance and 
incongruent coping configurations will be explored in the current study, as there has 
been no prior research examining these associations, the strength and direction of 
associations are difficult to anticipate. For example, it is equally plausible to suggest 
that couple-level attachment anxiety will be positively associated with an 
incongruent coping configuration in which either the caregiver or care-recipient uses 
hyperactivated coping strategies, while their partner uses an alternative form of 
coping (i.e., deactivated coping or constructive coping), as it is to suggest there will 
be a negative association. Similarly, it is equally plausible to suggest that couple-
level attachment avoidance will be positively associated with an incongruent coping 
configuration in which either the caregiver or care-recipient uses deactivated coping 
strategies, while their partner uses an alternative form of coping (i.e., hyperactivated 
coping or constructive coping), as it is to suggest there will be a negative association. 
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Hypotheses regarding the associations between couple-level congruent and 
incongruent appraisal and coping configurations and psychological adjustment are 
also not proposed. The reason for the lack of such predictions is that there exists little 
by way of clear theoretical assumptions or empirical evidence to support particular 
predictions. On the one hand, theoretical assumptions proposed as part of the DCM 
and dyadic coping more generally, argue a case that in some instances the use of 
congruent appraisal and coping configurations will influence adjustment outcomes; 
in other cases, incongruent appraisal and coping configurations will influence 
adjustment outcomes. Moreover, the little research that exists into dyadic coping has 
produced mixed findings linking congruent and incongruent appraisal and coping 
with adjustment outcomes. To this end, several competing and equally plausible 
hypotheses are possible. For example, it is plausible that one partner who uses 
emotion-focused hyperactivation or deactivation coping strategies, yields poorer 
adjustment for the couple even when their partner is using constructive coping 
strategies. Similarly, it is plausible that the use of constructive coping by one partner 
can negate the effects of their spouse’s emotion-focused hyperactivating or 
deactivating strategies, leading to better psychological adjustment than observed 
when couples are use either congruent emotion-focused hyperactivation or congruent 
deactivation coping. Therefore, given that numerous plausible predictions, such as 
the examples outline above can be formulated, no specific hypotheses are proposed. 
The next chapter outlines the research method used to investigate the research 
aims and hypotheses. Specifically, details are provided regarding how older couples 
who were affected by chronic conditions were screened, recruited and monitored 
longitudinally. The measures used to represent the key concepts in the research 
model of attachment, health / functional status, appraisal, coping and psychological 
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maladjustment are discussed. Finally, an overview of common fate modelling, 
bootstrapping, phantom variable modelling and power estimation is provided.  
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CHAPTER 5 
Method 
5.1 Study Design 
This study employed a prospective longitudinal design in which older couples 
were assessed at three time points: baseline (upon recruitment), 26 and 52 weeks 
from baseline. A paper questionnaire booklet of self-reported measures was 
completed at each time point by study participants and returned to the researcher in a 
reply paid envelope. It was a condition of study inclusion that older couples 
participate in the study, both of whom provided written informed consent and each 
member of the couple completed a questionnaire booklet at each of the three time 
points. Study participants were explicitly instructed to complete each questionnaire 
booklet assessment independently without consulting their partner.   
5.2 Study Eligibility Criteria 
The study sought the participation of older couples for whom one partner had 
a chronic condition. A chronic condition was defined as a disease of long duration 
and generally slow progression (World Health Organisation, 2011) and was 
considered to be any condition expected to last for 3 months or more (National 
Health Council, 2011). Conditions could include medical illnesses or disabilities. To 
be eligible for the study, both members of the couple needed to be willing to 
participate and needed to satisfy the following eligibility criteria:  
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Inclusion criteria: 
1. The couple included one member who was ≥65 years of age 
2. One member of the couple had been diagnosed with a chronic disease or 
illness or had a disability  
3. The person coresided with their partner in their own residence in the 
community 
4. Both members of the couple provided written informed consent 
Exclusion criteria: 
1. One or both members could not read English, had poor literacy (had not 
completed higher than grade 6 primary schooling), or had a physical 
impairment that precluded the filling in of questionnaires. 
2. One or both members of the couple were not able to provide informed 
consent due to a cognitive impairment, or there was a medical expectation 
that either individual would experience or develop a cognitive impairment 
over the next 12 months. 
3. One or both members of the couple had a terminal condition or illness for 
which the life expectancy was less than 12 months.  
4. The couple was a same-sex couple. 
5.3 Participants 
Seventy-five couples (150 individuals) provided consent to participate in the 
study (see Figure 5.1). Of this number, complete data were available at the baseline 
(T1) for 67 couples (134 individuals), with complete data available for the 12 month 
and final assessment (T3) for 49 couples (98 individuals).  Thus 89% of the original 
sample were retained at baseline and 65% were retained for the T3 follow-up 
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assessment. Reasons for loss of participants during follow-up included: couples 
withdrawing from the study (n=17), a member of the couple dying (n=5), and in 
excess of 50% missing data (n=4). Two thirds of the caregivers in the study were 
female (65.7%) with a mean age of 72.36 years (SD=7.57). The youngest caregiver 
was 52 years and the eldest was 90 years of age. The majority of caregivers were 
born in Australia (64.2%) with a further 12 participants (17.9%) born in the United 
Kingdom. Morbidity was common amongst carers with two thirds (64.2%) reporting 
a chronic condition. An average of 1.93 (SD =1.75) chronic conditions were 
reported.  The majority of caregivers were healthcare card holders (79.1%).  
 
 
 
 
 
 
 
 
 
 
 
Figure 5.1. Participant flow chart 
The majority of care-recipients were male (65.7%). Care-recipients were 
slightly older than their partner, with a mean age of 74.77 years (SD=7.25). The 
youngest care-recipient was 52 years and the eldest 96 years of age. Most care-
Data available for analysis T1 (n=67) 
x Withdrawn (n=8) 
Informed Consent received (n=75) 
26 Week Follow-Up (T2) 
Baseline (T1) 
52 Week Follow-Up (T3) 
Data available for analysis T3 (n=53)  
x Withdrawn (n=8) 
x Deceased (n=4) 
x Incomplete data (n=2) 
Data available for analysis T4 (n=49) 
x Withdrawn (n=2) 
x Deceased (n=1) 
x Incomplete data (n=1) 
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recipients were born in Australia (70.1%) with a further 8 participants (11.9%) born 
in the United Kingdom. All care-recipients needed to have a chronic condition to be 
eligible for the study. The most commonly illness or disability reported by 
participants were diseases of the circulatory system (20.9%) such as heart conditions, 
lymphoedema, and chronic wounds and diseases of the musculoskeletal system and 
connective tissues such as arthritis or osteoporosis (17.9%). Diseases of the 
respiratory system (e.g., asthma or emphysema) (11.9%) and the nervous system 
(e.g., multiple sclerosis) (11.9%) were also commonly reported. Neoplasms were 
reported by approximately one in ten (10.4%).  Participants had been living with 
their condition for 13.97 years on average (SD=17.55). However, the duration of 
condition was positively skewed by outliers—participants who had lived with their 
condition for all of their lives (Min.=< one year; Max.=75 years)—and as such the 
median result of seven years is the measure of central tendency the best described 
these data. On average, care-recipients had 3.81 chronic conditions (SD=2.11), 
ranging from 1 through to 9 conditions. Most had access to a healthcare card 
(82.1%). 
The vast majority of couples were married (95.5%); only three couples were 
living together and were not spouses. Mean relationship length was 44 years 
(caregivers M=43.79, SD=14.13; care-recipients M=43.85, SD=14.10), with a range 
of 2 to 69 years.  For the couples who were married, average marriage duration was 
42 years (caregivers M=42.34, SD=14.14; care-recipients M=42.32, SD=14.54).     
Regardless of which member of the couple was assigned to be the ‘caregiver’ 
or the ‘care-recipient’ as per the study’s screening process (described in section 5.5), 
both members of the couple were asked if they perceived themselves to be their 
partners ‘carer’ and whether they perceived their partner to be their ‘carer’. Three 
quarters of caregivers agreed that they were their partner’s carer (74.6%) and a 
84 
 
similar percentage of care-recipients considered themselves to receive care from their 
partner (73.1%). A level of mutuality was apparent with some caregivers also 
considering themselves to be a care-recipient (13.4%) and some care-recipients also 
considering themselves to be their partner’s carer (12.1%).  
 
5.4 Materials 
 As part of the questionnaire booklet that couples completed at each time 
point, participants were required to complete a series of self-report measures as well 
as provide demographic information. The questionnaire booklet (administered at 
each time point) consisted of participant demographic and health information 
(Appendix A), physical and functional independence (Appendix B), attachment style 
(Appendix C), appraisal responses (Appendix D), coping strategies (Appendix E), 
and psychological adjustment (Appendix F).  
5.4.1 Participant Demographic and Health Information 
 Information regarding the participant’s gender, date of birth, living 
arrangements and chronic illness were relevant to the couple’s eligibility for the 
study and as such this information was gathered during the screening process for the 
study using the Study Screening Tool (Appendix G). The principal chronic condition 
for the care-recipient, defined as having the greatest impact on their day to day life, 
was coded according to the World Health Organisation International Statistical 
Classification of Diseases and Related Health Problems 10th Revision (ICD-10).  
 Additional demographic and health information was gathered at baseline 
for the caregiver and care-recipient including country of birth, postcode, marital 
status, duration of the relationship and duration or the marriage if applicable. If the 
participant had a healthcare card this was documented; this item was relevant in the 
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Australian context as an indication of lower socio-economic status as a healthcare 
card is accessible to people on low incomes and subsidises some costs associated 
with prescription medicine and medical services.  Data regarding additional 
morbidities for the caregiver and care-recipient were gathered in open-ended 
responses format at baseline. 
 As part of the demographic information collected during the 26 week (T2) 
and 52 week (T3) follow-up, questions were included to ascertain any changes to 
marital status, healthcare card status, living arrangements, and health. Where changes 
in any of the mentioned fields were reported, an open-ended comment to describe the 
nature of the change was sought. 
5.4.2 Physical and Functional Independence 
The functional status of the caregiver and care-recipient was assessed as the 
level of independence demonstrated across physical and instrumental activities of 
daily living. Therefore, both caregivers and care-recipients were administered two 
scales: the Instrumental Activities of Daily Living (IADL) (Lawton, 1972) and the 
Physical Self-Maintenance Scale (PSMS) (Lawton & Brody, 1969). The IADL was 
used to assess the capacity of the individual to perform eight instrumental activities; 
use the telephone, get to places out of walking distance, shop, prepare meals, perform 
housework, manage one’s own medication, manage finances, and attend to their 
laundry. Items are scored on a scale ranging from ‘2’ (without help) through to ‘0’ 
(completely unable to do). Higher scores on the measure indicate a greater capacity 
to undertake instrumental activities of daily living.  
The PSMS is a six item measure that assesses an individual’s physical 
independence with respect to bathing, toileting, dressing, grooming, eating and 
locomotion. The PSMS uses the same rating scale as the IADL. Like the IADL, 
items on the PSMS are totalled such that higher scores indicate a greater degree of 
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physical functioning. The IADL and PSMS scores were highly correlated (caregiver 
r=.682; care-recipient r=.788) and were, therefore, combined to generate an overall 
score of an individual’s functional status.  Higher scores on the functional status 
variable are indicative of higher independence to accomplish these activities of daily 
living. To aid interpretation of what score results means with respect to positive or 
negative health effects, this variable is referred to in subsequent sections as 
functional independence with higher score on the variable indicating greater 
independence and lower scores indicating more dependency and need for help with 
daily activities. For the current sample, total functional independence demonstrated 
good to excellent internal consistency across the three time points for both caregivers 
and care-recipients (caregivers α = .70 to .82; care-recipients α =.90 to .92). 
5.4.3 Adult Attachment  
Adult attachment was measured using the Experiences in Close Relationship 
Scale - Short Form (ECR-S) (Wei, Russell, Mallinckrodt, & Vogel, 2007). This 12 
item instrument yields two scores, one for each of the primary dimensions of 
attachment; anxious attachment (6 items) and avoidant attachment (6 items). 
Respondents rate their agreement to the 12 statements on a 7 point Likert scale 
ranging from ‘1’ (disagree strongly) to ‘7’ (agree strongly). Four items required 
reverse coding prior to calculating total scores for each dimension. Higher scores 
indicate higher levels of attachment anxiety and avoidance. For the current sample, 
the anxiety and avoidance subscales demonstrated adequate to very good internal 
consistency across the three time points for both caregivers and care-recipients 
(caregiver: α =.73 to .78 avoidance,  α =.66 to .76 anxiety; care-recipient: α =.69 to 
.82 avoidance, α =.69 to .78 anxiety). 
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5.4.4 Appraisal of Stress  
Appraisal was measured using the 15 item Stress Questionnaire (Folkman & 
Lazarus, 1985). Respondents indicated the extent to which they had felt a variety of 
emotions in the preceding month such as worried, fearful, hopeful, guilty, on a five 
point Likert scale ranging from ‘0’ (not at all) to ‘4’ (a great deal). The items 
comprised four appraisal subscales termed threatening appraisal (3 items), 
challenging appraisal (3 items), harmful appraisal (5 items), and benefit appraisal (4 
items). A threatening appraisal refers to a stressful situation where the individual 
perceives they lack the skills and resources to deal with the stressor (R.S. Lazarus & 
Folkman, 1984). A harmful appraisal indicates that physical or psychological 
damage has already results for the individual (R.S. Lazarus & Folkman, 1984). A 
challenging appraisal refers to a stressful situation in which the individual perceives 
that they have the skills and abilities to deal with the stressor (R.S. Lazarus & 
Folkman, 1984). Benefit appraisals indicate a perception that an individual has 
achieved a positive gain or benefit from the situation (R.S. Lazarus & Folkman, 
1984). For the current sample, all subscales demonstrated good to excellent internal 
consistency across the three time points for both caregivers and care-recipients 
(caregivers: harm subscale α =.72 to .79, challenge subscale α =.72 to .85, threat 
subscale α =.78 to .92,  and benefit subscale α =.81 to .88; care-recipient’s: harm 
subscale α =.72 to .80, challenge subscale α =.74 to .83, threat subscale α =.88 to .94, 
and benefit subscale α =.73 to .84).  
5.4.5 Coping Strategies  
The WOC-SF (Karantzas et al., 2015) is a 24 item shortened version of the 
WOC questionnaire (Folkman & Lazarus, 1988; Folkman, Lazarus, Dunkel-Schetter, 
DeLongis, & Gruen, 1986). The WOC-SF consists of statements describing both 
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cognitive and behavioural strategies that can be used to cope with stressful situations. 
Participants are asked to indicate on a 4-point scale the extent to which they use the 
specific coping strategies over the last month (0 = not used; 3 = used a great deal). 
The WOC-SF consists of three broad coping subscales (8 items per subscale) termed 
emotion-focused hyperactivated coping (e.g., “took it out on other people”, “wished 
that I could change what had happened or how I felt”), emotion-focused deactivated 
coping (e.g., “went on as if nothing had happened”, “kept others from knowing how 
bad things were”), and constructive coping (e.g., “talked to someone who could do 
something concrete about the problem”, “I made a plan of action and followed it”). 
Emotion-focused hyperactivation involves the pursuit of proximity with heightened 
intensity and persistence, which can amplify and exaggerate the emotional distress 
experienced by an individual. Emotion-focused deactivation involves the distancing 
of an individual from the perceived threat and other people to down-regulate and 
minimal emotional distress. Constructive coping reflects coping strategies where 
individuals consider strategies to resolve the problem and implement one or more 
strategy, utilising social resources such as support seeking to address the issue. 
Higher scores on each subscale reflect greater use of constructive, deactivating and 
hyperactivating coping strategies, respectively. For the current sample, all subscales 
demonstrated good to very good internal consistency across the three time points for 
both caregivers and care-recipients (caregivers: constructive coping subscale α =.73 
to .86, emotion-focused hyperactivated coping subscale α =.73 to .80, emotion-
focused deactivating coping subscale α =.73 to .79; care-recipients: constructive 
coping subscale α =.75 to .80, emotion-focused hyperactivated coping subscale α 
=.73 to .79, emotion-focused deactivating coping subscale α =.75 to .81) 
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5.4.6 Psychological Adjustment 
Psychological adjustment was measured using the Depression Anxiety and 
Stress Scale (DASS-21) – short form (Lovibond & Lovibond, 1995). The measure 
consists of 21 items that assess three aspects of psychological adjustment, depression 
(7 items), anxiety (7 items) and stress (7 items). Subscale scores can be aggregated 
(that is, combined or summed) to form an overall score of psychological adjustment. 
Participants are required to indicate how much each statement would have applied to 
them over the past week. Items are rated using a four point scale ranging from ‘0’ 
(did not apply to me at all) to ‘3’ (applied to me very much, or most of the time). 
Higher scores indicate greater symptoms of depression, anxiety, and stress, or overall 
psychological adjustment issues. Due to the fact that scores on the DASS-21 reflect 
poorer psychological wellbeing and mental health, this concept will be referred to as 
psychological maladjustment in the subsequent analyses. In the present study, overall 
scores of psychological maladjustment were used. For the current sample, the total 
psychological (mal)adjustment demonstrated excellent internal consistency across 
the three time points for both caregivers and care-recipients (caregivers α =.92, 
across all three time points; care-recipients α =.93 to .95).  
5.5 Procedure 
A non-probability, convenience sampling method was used to source study 
participants. The principle means of identifying and inviting potential participants 
was through a direct mail-out and newsletter advertisement to clients receiving care 
from Royal District Nursing Service (RDNS), a large Victorian community nursing 
organisation providing domiciliary care to primarily house-bound or older frail 
people in the state of Victoria, Australia. Approximately 500 clients were screened 
by the organisation to broadly meet the eligibility criteria and these clients were sent 
a letter of invitation to the study. The RDNS client newsletter has a distribution of 
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approximately 24,000 people.  This primary recruitment strategy was supplemented 
by a number of other sampling methods. These included advertisements about the 
study in the Silver Chain client newsletter, a community nursing organisation 
providing domiciliary care in Western Australia and South Australia with an 
approximate distribution of 70,000 newsletters. Information was included in the 
newsletter of the National Council on the Ageing, a national not-for-profit 
organisation representing the interests of older people with a distribution in excess of 
10,000 Australians. Information about the study was also included on an e-news 
bulletin distributed by a Victorian based informal carers association known as Carers 
Victoria that has over 5000 members. Study participants were also recruited via 
personal networks such as the researcher’s own social contacts. In all 
communications about the study, a contact telephone number for the researcher was 
provided to enable people to enquire about participating in the study.  
When potential study participants (i.e., older couples with a member 
experiencing chronic illness) made contact with the researcher, both members of the 
couple were screened to ensure that they were eligible to participate in the study. 
Screening telephone calls were guided by the study screening tool (Appendix G). An 
important component of the initial screening process was to determine who in the 
couple would be considered the ‘caregiver’ and who would be considered the ‘care-
recipient’, the allocation of which would determine which questionnaire was sent to 
which member of the couple. Participants were asked if one member of the couple 
was considered to be the ‘caregiver’ and the other the ‘care-recipient’. If both 
members of the couple had chronic conditions, they were asked who in the couple 
required the most care from their partner and / or which of the conditions caused the 
greatest impact on the relationship. Once people had been allocated to either the 
caregiver or care-recipient, and eligibility had been established, both members of the 
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couple were sent the study plain language statement and consent form (Appendix H) 
to read. Participants were advised that the researcher would telephone them within 
the week to confirm that both members of the couple had read the study information, 
understood what participation in the study entailed, and ascertained the couple’s 
interest to participate in the study.  
Couples who proceeded to participate in the study were then sent the baseline 
questionnaire booklets and a reply paid envelope. Participants were asked to return 
their signed written consent forms with the completed questionnaire booklet if they 
had not already returned it.    
Upon recruitment, participants were allocated a unique participant 
identification number (PIN) and a unique couple identification number (CIN). The 
PIN and CIN were matched to the participant’s screen tool responses and 
questionnaire booklets across all three time points. The questionnaires at each time 
point were mailed to each couple member separately to encourage independent 
completion of the materials, a point which was emphasised in all study 
communications and the plain language statement. The questionnaire booklet took 
approximately 20-40 minutes to complete on each occasion. Upon filling in the 
questionnaire booklet, each couple member returned the booklet by mail back to the 
researcher in the reply-paid envelope provided.  
To optimise participant retention and minimise attrition at T2 and T3, 
participants were contacted one week prior to the mailing of the questionnaire 
booklet at the 26 (T2) and 52 (T3) week assessment points. Participants were further 
sent notification of the receipt of the completed questionnaire booklet in which they 
were thanked and advised when the next data collection would occur.    
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In the event that a questionnaire booklet had not been returned within four 
weeks of mail out, the researcher made telephone contact with the study participant 
to confirm their interest in continuing their participation in the study. On most 
occasions, this contact served as a reminder and an anticipated timeframe to return 
the questionnaire was discussed with the participant. In the event that the participant 
wished to withdraw from the study, they were asked to complete and return in a reply 
paid envelope a withdrawal of consent form (Appendix I) that was mailed to them by 
the researcher.   
Institutional review and approval of the study protocol was received from the 
Deakin University Human Ethics Advisory Group - Health (Appendix J) and the 
RDNS Human Research Ethics Committee (Appendix K). Organisations which 
included an advertisement in their online or hard copy newsletter, did not require 
their own institutional ethics review but recognised the endorsement from Deakin 
University and RDNS.   
5.6 Data Analysis 
A series of preliminary analyses were conducted to determine the degree of 
stability / variability of the variables investigated. This was done to determine 
whether various variables needed to be modelled across all time points to control for 
change over time in the longitudinal analyses. As gender and ethnicity had been 
previously identified from the caregiving literature to be associated with wellbeing, 
these variables, along with age, relationship duration, and the duration of caregiving, 
were examined for their pertinence to the current study. None of these variables—
gender (caregiver r=-.062; care-recipient r=.198), ethnicity (caregiver r=.125; care-
recipient r=.157), age (caregiver r=-.090; care-recipient r=.219), relationship 
duration (caregiver r=-.037; care-recipient r=.034), and duration of caregiving 
(caregiver r=-.270; care-recipient r=-.017)—demonstrated consistent, high 
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correlations with psychological adjustment, and as such were not included in 
subsequent analyses. 
The primary analyses involved the testing of two hypothesised common fate 
mediational path models. The first of these models was cross-sectional, outlined in 
Figure 4.1, in which dyadic appraisal and coping at T1 (i.e., baseline), were assumed 
to partially mediate the association between dyadic attachment T1 and dyadic 
psychological maladjustment at T1. This modelled also included dyadic functional 
independence at T1 as a control variable.  
The second of these models was a longitudinal test of the cross-sectional 
common fate mediational path model illustrated in Figure 4.1. In this model, dyadic 
appraisal and coping at T2 (26 weeks [6 months] post baseline) was assumed to 
partially mediate the association between dyadic attachment at T1 (baseline) and 
dyadic psychological maladjustment at T3 (52 weeks [12 months] post baseline). 
Given that the study aimed to examine the role of congruent and incongruent 
configurations of dyadic appraisal and coping, three alternative common fate 
mediational path models were tested cross-sectionally and longitudinally. The first 
model tested the extent to which congruent forms of dyadic appraisal and coping 
mediated the link between dyadic attachment and dyadic psychological 
maladjustment. As shown in Figure 5.2(a), the congruent dyadic appraisal and 
coping model included a couple score on threatening appraisal, harmful appraisal, 
challenging appraisal, and benefit appraisal (i.e., both couple members scores on 
threatening appraisal were aggregated) as well as a derivation of couple scores for 
constructive coping, emotion-focused deactivation coping, and emotion-focused 
hyperactivation coping (i.e., both couple members scores for constructive, 
deactivation and hyperactivation coping were aggregated respectively). 
94 
 
 
 
 
 
 
 
 
 
 
 
Figure 5.2(a). 1st Research model of congruent dyadic coping with chronic 
conditions 
 
The two alternative ‘incongruent’ models included a number of contrasting 
combinations of incongruent dyadic appraisal and coping. In both of the alternative 
‘incongruent’ models, four combinations of incongruent appraisals were included. 
These incongruent appraisal combinations included: (1) an aggregate of the 
caregiver’s score on threatening appraisals and the care-recipient’s score on harmful 
appraisals, (2) an aggregate of the caregiver’s score on harmful appraisal and the 
care-recipient’s score on threatening appraisal, (3)  an aggregate of the caregiver’s 
score on challenging appraisals and the care-recipient’s score on benefit appraisals, 
and (4)  an aggregate of the caregiver’s score on benefit appraisal and the care-
recipient’s score on challenging appraisal. A similar approach was taken to the 
development of incongruent dyadic coping scores for the two models. In the first of 
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the incongruent models (see Figure 5.2(b), three incongruent dyadic coping variables 
were developed: (1) the caregiver’s score on constructive coping was aggregated 
with the care-recipient’s score on hyperactivation coping; (2) the caregiver’s score on 
constructive coping was aggregated with the care-recipient’s score on deactivation 
coping; and (3) the caregiver’s score on deactivation coping was aggregated with the 
care-recipient’s score on hyperactivation coping.   
 
 
 
 
 
 
 
 
 
Figure 5.2(b). 2nd Research model of incongruent dyadic coping with chronic 
conditions. CG=caregiver, CR=care-recipient 
In the second incongruent model shown in Figure 5.2(c), the combinations of 
incongruent dyadic coping were reversed such that: (1) the caregiver’s score on 
emotion-focused hyperactivated coping was aggregated with the care-recipient’s 
score on constructive coping; (2) the caregiver’s score on emotion-focused 
deactivated coping was aggregated with the care-recipient’s score on constructive 
coping; and (3) the caregiver’s score on emotion-focused hyperactivated coping was 
aggregated with the care-recipient’s score on emotion-focused deactivated coping. 
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Thus, a total of six common fate mediational path models—three cross-sectional and 
three longitudinal were tested. 
 
 
 
 
 
 
 
 
 
Figure 5.2(c). 3rd Research model of incongruent dyadic coping with chronic 
conditions. CG=caregiver, CR=care-recipient 
5.6.1 Common Fate Modelling (CFM): Conceptualisation and Evaluation of CFM  
Common Fate Modelling (CFM) is a dyadic data analytic technique (D. A. 
Kenny & la Voie, 1985) in which the dyad is the level of analysis rather than the 
individual. CFM is an appropriate analytic approach for phenomena that are best 
represented as a composite or additive effect of the dyad. In the case of the present 
study, dyadic appraisal and coping represent such phenomena, and it has been 
justified in Section 4.2 as to how attachment and psychological maladjustment can be 
appropriately modelled as dyadic phenomena. It is a requirement of the variables 
included as part of a CFM to be reliably estimated to minimise biased dyadic 
estimates in the model (Ledermann & Kenny, 2012). CFM is a form of structural 
equation modelling (SEM); therefore, the associations between constructs are 
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presented in a structural manner which reflect the hypothesised links between 
variables. 
Common to all forms of SEM (including CFM), a series of parameters need 
to be estimated to determine the magnitude of effects in the model whilst also 
evaluating the fit of the hypothesised model to the sample data (Lleras, 2005). 
Maximum likelihood Chi-Square (MLχ2) is a commonly used estimation technique 
to determine the fit between the hypothesised model and the sample data. The MLχ2 
is used to evaluate the discrepancies between the covariance matrices produce by the 
sample and the fitted models (Hu & Bentler, 1999). A small and non-significant chi-
square value indicates that the hypothesised model and sample data are a good fit. 
However, the MLχ2 statistic has been found to have some shortcomings due to its 
sensitivity to minor deviations from multivariate normality as well as sample size 
(Hooper, Coughlan, & Mullen, 2008). To address the shortcomings of the chi-square 
statistic, two broad categories of fit indices have been developed to further evaluate 
the fit of a given model. These two categories of fit indices are absolute fit indices 
and increment fit indices. Absolute fit indices determine how well an a priori or 
hypothesised model fits the sample data (Hooper et al., 2008). Two widely used 
absolutely fit indices are the Root Mean Square Error of Approximation (RMSEA) 
and Standardized Root Mean Square Residual (SRMR).   
The RMSEA is a measure of error in the model that includes a penalty for 
lack of parsimony (i.e., complex models with many parameters) in the model being 
tested. Conceptually, the RMSEA is calculated by dividing the MLχ2 by the degrees 
of freedom in the model.  Models are considered to be a good fit to the sample data if 
an RMSEA value of less than 0.08 is achieved although a higher cut off (<0.11) can 
be applied to small sample sizes (i.e., ≤ 100) to avoid the false rejection of a true 
model (Hu & Bentler, 1999).  Thus, an RMSEA of .08 would suggest that a model 
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consists of 8% error. The SRMR is the square root of the error between the 
hypothesised and observed covariance matrices. Thus, like the RMSEA, the SRMR 
indicates the amount of error in a given model. An SRMR ≤ .06 for large samples 
(n>500) or .09-.11 for smaller samples (n=≤250) is indicative of good fit (Hu & 
Bentler, 1999). Therefore, a SRMR value of .06 represents 6% error in the estimated 
model. 
Increment fit indices compare the fit of the hypothesised model to a model in 
which the variables are not correlated; the null model (also known as the 
independence model) (Hooper et al., 2008). Two of the most widely used 
incremental fit indices are the Tucker Lewis Index (TLI) and Comparative Fit Index 
(CFI). The TLI compares the covariance matrix of the null model with the 
hypothesised model while accounting for the degrees of freedom in the model. Like 
the TLI, the CFI compares the sample covariance matrix of the hypothesised model 
to that observed in null model. However, the fit of the CFI is compared to the 
centrality of the chi-square distribution which enhances the accuracy of the goodness 
of fit for small sample sizes (Hu & Bentler, 1999). The TLI and CFI are interpreted 
in the same manner. Scores on these indices range from 0 to 1 with values closer to 1 
indicating good fit (Hooper et al., 2008). A TLI or CFI value ≥ 0.90 indicates the 
model has good fit, with values ≥ 0.95 indicative of very good fit (Hu & Bentler, 
1999). As such, a TLI or CFI value of .90 indicates that the hypothesised model is 
90% better in fit than the null model. 
5.6.2 Mediation, Bootstrapping and Phantom Variable Modelling 
In order to estimate the extent that the dyadic appraisal and coping mediate 
the association between dyadic attachment and psychological maladjustment, 
specific indirect effects were estimated using bootstrapping. Bootstrapping entails 
the repeated random re-sampling of the dataset to generate an empirical sampling 
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distribution (Efron & Tibshirani, 1986; Kline, 2005). The number of samples is 
determined by the researcher, and in any given sample, a case may be sampled 
multiple times, or not at all (Tabachnick & Fidell, 2001).  The bootstrapping 
procedure results in the generation of specific indirect effects along with lower and 
upper bound confidence intervals (typically estimated at 95%) (Hair, Anderson, 
Tatham, & Black, 1998). If the confidence interval for a specific indirect effect does 
not include zero, then it is assumed that the mediating variable indeed exerts an 
effect on the direct association between the independent variable and the dependent 
variable. The estimation of the specific indirect effect is accompanied by the 
calculation of a significance value (i.e., p-value). Thus, a specific indirect effect with 
a non-zero confidence interval is associated with a significant effect.   
There exist two methods for estimating bootstrapped specific indirect effects. 
These are terms the percentile method and the bias corrected method. If there are 
concerns regarding Type 1 error in the estimation of specific indirect effects, then the 
percentile bootstrapping method is considered appropriate. However, if there are 
concerns regarding the power of specific indirect effects, then the implementation of 
the bias corrected method is deemed appropriate (Hayes & Scharkow, 2013). Given 
the number of dyads used in the analyses and the complexity of the hypothesised 
common fate mediation model(s) proposed, the bias corrected method was used as 
power may be an issue in the conduct of some mediational analyses (Hayes & 
Scharkow, 2013).  
In order to estimate specific indirect effects, Phantom Variable Modelling 
was employed. Phantom Variable Modelling was developed in recent years by 
Macho and Ledermann (2011). The technique involves constructing a replica model 
to that of path model tested; however, the replica model is made up entirely of latent 
variables. Both the original path model (termed the main model in Phantom Variable 
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Modelling) and the latent variable model consist of paths that are fixed to equality. 
However a key difference between the main model and the Phantom Variable Model, 
is that the Phantom Variable Model removes paths that pertain to all other indirect 
effects other than the specific indirect effect in question. A pictorial representation of 
the Phantom Variable Modelling used in this study is presented in Figure 5.3.   
As shown in Figure 5.3, the specific indirect effect of couple-level functional 
independence on couple-level psychological maladjustment through congruent 
couple-level threatening appraisal (path P1) is illustrated. Therefore, all other effects 
associated with couple-level functional independence are removed from the phantom 
model, but all other pathways remain unchanged. This type of modelling facilitates 
the estimation of the specific indirect effect of dyadic functional independence on 
dyadic psychological maladjustment through dyadic congruent appraisals of threat. 
The estimates for all paths in the phantom model are restricted to the values as 
estimated in main path model. A dummy variable is also modelled and linked to the 
independent variable in the phantom model. This is done to facilitate the analyses to 
run in programs such as AMOS (Arbuckle, 2006), if not, the independent variable is 
understood by programs such as AMOS to be a latent variable that is missing its 
observed variables and will result in an inadmissible solution. The variance that is 
related to the independent variable in the phantom model and main path model is 
then restricted to one. Once the model is executed, the indirect effects are calculated 
as a point estimate along with the bootstrapped confidence intervals. The point 
estimate and confidence interval for the specific indirect effect are represented as 
unstandardized estimates.  
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Figure 5.3. Specific indirect effects of couple-level functional status on couple-level 
psychological maladjustment via couple-level congruent threatening appraisals 
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The process of phantom variable modelling is repeatedly undertaken until all specific 
indirect effects are tested as part of mediational model proposed (Macho & 
Ledermann, 2011). 
5.6.3 Power Estimations  
Power estimation in SEM requires consideration of the number of parameters 
being estimated rather than focusing on the number of variables in a given model 
(Jackson, 2001, 2003). As such, power can be estimated in one of two ways in SEM. 
The first method involves the estimation of power for the model as a whole (Kline, 
2005). The second method involves the estimation of power for each parameter in 
the model (Kline, 2005). This method of power estimation is recommended for 
complex models involving multiple pathways and the determination of mediation 
(MacKinnon, 2008). In testing the power for each individual pathway (the method 
used in this study), the magnitude of a given path is freely estimated and the chi-
square for the model is determined. This is then followed by the re-estimation of the 
model, but in this instance, the given pathway is constrained to zero and the chi-
square is again determined. A chi-square difference test is then performed between 
the models with the constrained and unconstrained path resulting in the calculation of 
the non-centrality parameter estimate. The resulting non-centrality parameter 
estimate, along with and degree of freedoms for the chi-square difference test are 
then input into software to estimate power, in this case, G-power (version 3.1.9.2) 
(Faul, Erdfelder, Lang, & Buchner, 2007), to determine the power estimate for that 
pathway. This process for estimating power is repeated for each path until the power 
for each pathway is calculated. 
The results for the hypothesised common fate mediational models of chronic 
illness are presented in Chapters Six and Seven. Chapter Six presents the results for 
the cross-sectional models (i.e., the congruent and two incongruent mediational 
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models) using the data at T1 described in Section 5.6. In Chapter Six, the treatment 
of the data is reported as is the extent to which the data met assumptions of linearity 
as well as univariate and multivariate normality. The chapter also includes the 
presentation of path models testing the hypothesised CFMs as well as power 
estimations and the results for the mediation analyses.  Chapter Seven presents the 
result for the longitudinal analyses and the presentation of the results is identical in 
structure to that of Chapter Six. 
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CHAPTER 6 
Evaluation of the Cross-sectional Common Fate Mediational Model 
of Chronic Illness 
6.1 Overview of analysis 
In this chapter, the cross-sectional analyses for the hypothesised common fate 
mediational model of chronic illness are presented. The chapter begins with an 
overview of the treatment and screening of the data which includes a presentation of 
the descriptive statistics associated with the model variables. This is then followed by 
the presentation of the results relating to the cross-sectional common fate mediation 
models including tests of mediation by way of the estimation of specific indirect 
effects using Phantom Variable Modelling. 
As outlined in Section 5.6, three alternative common fate mediational path 
models were tested in order to examine the role of congruent and incongruent 
configurations of dyadic appraisal and coping. To recap, the first model tested 
whether congruent forms of dyadic appraisal and coping mediated the link between 
dyadic attachment and dyadic psychological maladjustment (referred to as cross-
sectional model 1). Two additional models were tested examining two contrasting 
combinations of incongruent dyadic appraisal and coping.  In both incongruent 
models (cross-sectional models 2a and 2b), the caregiver’s score on threatening 
appraisals and the care-recipient’s score on harmful appraisals were aggregated and 
the reverse was also computed in which the caregiver’s score on harmful appraisal 
and the care-recipient’s score on threatening appraisal aggregated. Similarly, for both 
these incongruent models (cross-sectional models 2a and 2b), the caregiver’s score 
on challenging appraisals and the care-recipient’s score on benefit appraisals were 
aggregated and the reverse was also computed in which the caregiver’s score on 
benefit appraisal and the care-recipient’s score on challenging appraisal aggregated.  
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A similar approach was taken to the development of incongruent dyadic 
coping scores for the two models. In the first of the incongruent models (cross-
sectional model 2b) three incongruent dyadic coping variables were developed: (1) 
the caregiver’s score on constructive coping was aggregated with the care-recipient’s 
score on emotion-focused hyperactivation coping; (2) the caregiver’s score on 
constructive coping was aggregated with the care-recipient’s score on emotion-
focused deactivation coping; and (3) the caregiver’s score on emotion-focused 
deactivation coping was aggregated with the care-recipient’s score on emotion-
focused hyperactivation coping.  In the second incongruent model (cross-sectional 
model 2c), the combinations of incongruent dyadic coping were reversed such that: 
(1) the caregiver’s score on emotion-focused hyperactivation coping was aggregated 
with the care-recipient’s score on constructive coping; (2) the caregiver’s score on 
emotion-focused deactivation coping was aggregated with the care-recipient’s score 
on constructive coping; and (3) the caregiver’s score on emotion-focused 
hyperactivation coping was aggregated with the care-recipient’s score on emotion-
focused deactivation coping.  
6.2 Data screening and treatment 
Data for the cross-sectional analysis were based on the Time 1 data collection 
which included 67 couples. The data were checked for out-of-range values, none of 
which were found. No cases required exclusion at Time 1 for large amounts of 
missing data. Where missing data for a particular scale was less than 30%, linear 
interpolation was used to estimate values. Inspection of the means and standard 
deviations for all measures before and after the estimation of missing data revealed 
minimal changes (p > .10). 
 Caregivers and care-recipients reported low to moderate levels of attachment 
anxiety (caregiver attachment anxiety M=2.59, SD=1.19; care-recipient attachment 
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anxiety M=3.20, SD=1.29) and avoidance (caregiver attachment avoidance M=2.63, 
SD=1.56; care-recipient attachment avoidance M=2.52, SD=0.96).  Both caregivers 
and care-recipients were more likely to report the experience of positive appraisals 
(e.g., benefit or challenge) than negative appraisals (e.g. threat or harm), and the 
most commonly used coping strategy by both caregivers and care-recipients was 
emotion-focused deactivation coping while emotion-focused hyperactivation coping 
strategies was the least frequently used. Care-recipients reported higher levels of 
psychological maladjustment (M=17.39, SD=14.28) and lower functional 
independence (M=21.93, SD=6.28) than caregivers (psychological maladjustment 
M=11.75, SD=10.59, t(66)=-2.80, p=.007; functional independence M=26.58, 
SD=2.35, t(66)=5.93, p<.001).  
Dyadic variables were created for inclusion in the three alternate common 
fate mediation models tested. This approach is typically not used due to the 
additional steps required to calculate dyadic level variables. Rather common fate 
models are usually represented as structural equation models (SEM) in which each 
couple member’s score on a given variable is modelled as an indicator of a couple-
level latent variable. However, given the complexity of the proposed models as well 
as taking into account the size of the sample, a SEM approach to the testing of the 
proposed common fate models would significantly compromise the identification 
models with stable parameter estimates. This would result in inadmissible solutions 
known as “Heywood cases” (F. Chen, Bollen, Paxton, Curran, & Kirby, 2001).  
Therefore, a path analytic approach was taken following the recommendations of 
Gonzalez and Griffin (1997) in which dyadic level constructs were modelled, 
however, in the current study the covariance between the partner scores was used to 
generate an observed rather than latent variable. This approach required the 
computation of dyadic variables by averaging together the caregiver and care-
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recipient’s score for a given construct and weighting this score by the magnitude of 
covariation between the partners’ scores. The covariation between partner scores 
accounts for the dependency of couple data (Gonzalez & Griffin, 1997)  and, as such, 
covariation was utilised in the computation of dyadic scores. This procedure resulted 
in the derivation of a series of couple-level observed variables which included, 
couple-level attachment anxiety and avoidance, couple-level congruent and 
incongruent appraisal variables, couple-level congruent and incongruent coping 
configuration variables, and couple-level psychological maladjustment. As a control 
variable in all common fate models, functional independence for the couple was 
entered; therefore, a couple-level functional independence variable was also 
computed.  
The computation of congruent and incongruent configurations of couple 
appraisal and coping resulted in the creation of numerous couple-level variables. 
Congruent configurations of couple-level appraisal and coping variables reflected the 
scores for each couple member on the same appraisal (e.g., harm) or coping (e.g., 
constructive coping) variable. Thus, high scores on a couple-level variable reflecting 
congruent appraisal or coping indicate both members of the couple endorsed the 
particular appraisal or coping strategy. Low scores reflect both partners not 
endorsing a particular appraisal or coping strategy.  
The composite dyad variables (i.e., couple-level variables) were checked for 
multi-collinearity and singularity, linearity, univariate and multivariate normality and 
homeoscedasticity. Scatterplots, bivariate correlations, and normal probability-plots 
were inspected to assess if the assumptions of multi-collinearity, singularity and 
linearity were violated. All bivariate relationships were less than r =.80 (Tables 6.3-
6.5) and all visual plots demonstrate the data did not violate assumptions. An 
examination of absolute skewness and kurtosis revealed that all model variables fell 
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within skewness ≤ ±2.0 and kurtosis ≤ ± 7.0 (West, Finch, & Curran, 1995) 
suggesting univariate normality (see Table 6.1). Standardized residuals (zresidual ≤ 
3.29, α = .001) and Mahalanobis distance (p ≤ .001) revealed no univariate or 
multivariate outliers suggesting that these data did not violate distributional 
assumptions.  
Correlation analyses revealed that both positive appraisals—challenge and 
benefit—had a negative but weak association with psychological maladjustment 
(challenge r=-.29, p=.016; benefit r=-.31, p=.010). In contrast, negative appraisals 
demonstrated moderate associations with psychological maladjustment (threat r=.55, 
p<.001; harm r=.54, p<.001). While there is evidence to suggest benefit can transpire 
as a result of informal caregiving such as enhanced relationships with the care-
recipient, personal growth, accomplishment, self-efficacy as well as satisfaction (i.e., 
Li & Loke, 2013; Buchanan & Huang, 2012; Rodrigue et al., 2010), these benefits 
are typically conceptualised as dependent variables—the outcome of the caregiving 
experience—rather than as mediating variables as has been proposed in the current 
study. Furthermore, associations between appraisals and wellbeing have been 
explicitly established only for negative appraisals. For example, Gallagher et al., 
(2002) determined that threat appraisals were commonly elicited following diagnosis 
of breast cancer and threat appraisals were positively associated with depressive 
symptomatology. Given the weak associations between positive appraisals and 
psychological maladjustment, the lack of explicit empirical evidence linking positive 
appraisals and wellbeing, and to reduce the complexity of the common fate models 
analysed, the challenge and benefit variables were excluded from subsequent 
analyses and are, therefore, not reported further in Chapters Six and Seven. This 
approach is also consistent with the theoretical perspective that physical or 
psychological damage has already occurred for the couple (‘harmful appraisal’) (R.S. 
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Lazarus & Folkman, 1984) because all couples had experienced one or more chronic 
conditions.   
Descriptive statistics for couple-level variables included in the cross-sectional 
common fate mediation models of chronic illness are presented in Table 6.2.  As a 
function of weighting partner scores by their association, in which some variables 
had either a small or a negative relationship, couple-level variables included negative 
values or values close to zero.  
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Table 6.1  
Absolute Skewness and Kurtosis for Time One Cross-sectional Couple-Level 
Variables (n=67) 
Couple-level variables Skewness Kurtosis 
Attachment Anxiety -.178 -.452 
Attachment Avoidance .158 -1.049 
Functional Independence -1.188 .929 
Congruent CG / CR Threat Appraisal .352 -.645 
Congruent CG / CR Harm Appraisal -.015 -.370 
Congruent CG / CR Challenge Appraisal -.082 -.547 
Congruent CG / CR Benefit Appraisal -.261 -.086 
Incongruent CG Threat/ CR Harm Appraisal .090 -.785 
Incongruent CG Harm/CR Threat Appraisal .297 -.316 
Incongruent CG Challenge/CR Benefit Appraisal -.271 -.015 
Incongruent CG Benefit/CR Challenge Appraisal -.125 -.718 
Congruent CG/CR Constructive Coping .551 -.296 
Congruent CG/CR Deactivation Coping -.182 .946 
Congruent CG/CR Hyperactivation Coping .349 .149 
Incongruent CG Constructive/CR Deactivation Coping .272 -.212 
Incongruent CG Constructive/CR Hyperactivation 
Coping 
.349 -.070 
Incongruent CG Deactivation/CR Hyperactivation 
Coping 
-.389 -.294 
Incongruent CG Deactivation/CR Constructive Coping -.280 -.319 
Incongruent CG Hyperactivation/CR Constructive 
Coping 
.132 -.394 
Incongruent CG Hyperactivation/CR Deactivation 
Coping 
-.045 -.005 
Psychological Maladjustment 1.113 1.440 
Note: CG=caregiver /  CR= Care-recipient 
 
Couple-level attachment avoidance was marginally higher on average 
(M=3.20, SD=1.29) than couple-level attachment anxiety (M=2.59, SD=1.19). Table 
6.2 further presents average scores for couple-level functional independence 
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(M=11.64, SD=1.67) and psychological adjustment (M=6.99, SD=4.55), in addition 
to descriptive statistics for the various configurations of congruent and incongruent 
appraisal and coping.  
As shown in Tables 6.3 to 6.5, couple-level attachment anxiety and avoidance 
had few significant correlations with the other variables across the three models (I.E., 
Models 1 to 2b). Anxiety and avoidance were positively correlated, while attachment 
avoidance was positively associated with psychological maladjustment. Attachment 
anxiety and avoidance were not associated with coping strategies with only one 
exception; attachment anxiety was positively associated with an incongruent dyadic 
coping configuration—namely—the caregiver’s use of emotion-focused deactivation 
coping while the care-recipient used emotion-focused hyperactivation coping (Cross-
sectional Model 2a, see Table 6.4).  Couple-level functional independence 
demonstrated numerous significant negative associations including particular forms 
of congruent dyadic appraisal and coping configurations (see Table 6.3, Cross-
sectional Model 1) as well as incongruent dyadic appraisal and coping configurations 
(see Tables 6.4-6.5, Cross-sectional Models 2a and 2b).  
Furthermore, across Tables 6.3 to 6.5, harm and threat appraisals were 
consistently associated with both dyadic congruent and incongruent coping 
configurations as well as couple-level psychological maladjustment. Finally, dyadic 
coping involving either one or both couple members’ use of emotion-focused 
hyperactivation coping (i.e., congruent and incongruent dyadic coping configuration) 
was consistently positively associated with couple-level psychological 
maladjustment.   
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Table 6.2 
Mean (M), Standard Deviation (SD), and Minimum (Min.) and Maximum (Max.) 
Values for the Couple-Level Variables in the Cross-sectional Common Fate 
Mediation Models of Chronic Illness (Baseline Data) (n=67) 
Note: CG=caregiver / CR= Care-recipient. The estimation of some couple-level variables resulted in 
ranges that included negative values, or values close to zero. This was a function of weighting partner 
scores by their association (which for some variables was either a negative relationship, or a 
relationship of small magnitude).  
 
 
 
Couple-level variables M (SD) Min.–Max. 
Attachment Anxiety 3.69 (1.13) 1.26 – 6.17 
Attachment Avoidance 12.12 (4.16) 4.70 – 
21.17 
Functional Independence  (ADL/IADL) 11.64 (1.67) 6.72 – 
13.44 
Appraisal   
Congruent Harm 1.59 ( 0.78) 0.00 – 3.65 
Congruent Threat 2.51 (1.39) 0.00 – 5.74 
Incongruent CG Threat/CR Harm 2.53 (1.29) 0.00 – 5.04 
Incongruent CG Harm/CR Threat 1.53 (0.80) 0.15 – 3.65 
Coping   
Congruent Constructive 3.95 (2.04) 0.00 – 8.88 
Congruent Hyperactivation 3.75 (2.25) 0.00 – 
10.40 
Congruent Deactivation 1.16 (0.40) 0.00 – 2.13 
Incongruent CG Constructive/CR Deactivation Coping -1.44 (0.53) -2.34 – 0.00 
Incongruent CG Constructive/CR Hyperactivation Coping 2.49 (1.32) 0.00 – 5.71 
Incongruent CG Deactivation/CR Hyperactivation Coping 2.15 (0.96) 0.00 – 4.16 
Incongruent CG Deactivation/CR Constructive Coping 0.28 (0.11) 0.00 – 0.51 
Incongruent CG Hyperactivation/CR Constructive Coping 1.67 (0.87) 0.00 – 3.89 
Incongruent CG Hyperactivation/CR Deactivation Coping 1.14 (0.48) 0.00 – 2.21 
Psychological Maladjustment 6.99 (4.55) 0.24 – 
21.84 
113 
 
 
Table 6.3  
Correlation matrix for the Cross-sectional Model 1 (inclusion of congruent dyadic appraisal and coping configurations, n=67) 
Couple-level variables  1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. Attachment Anxiety 1.00         
2. Attachment Avoidance .33** 1.00        
3. Functional Independence -.05 -.02 1.00       
4. Congruent Threat Appraisal -.03 .05 -.38** 1.00      
5. Congruent Harm Appraisal .11 .14 -.42** .63** 1.00     
6. Congruent Constructive Coping .09 -.23 -.29* .30* .42** 1.00    
7. Congruent Deactivation Coping .15 .15 -.19 .30* .35** .24 1.00   
8. Congruent Hyperactivation Coping .21 .10 -.43** .47** .56** .39** .43** 1.00  
9. Psychological Maladjustment .24 .29* -.54** .55** .54** .15 .16 .54** 1.00 
*p<.05   **p<.01   ***p<.001. 
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Table 6.4 
Correlation matrix for the Cross-sectional Model 2a (inclusion of incongruent dyadic appraisal and coping configurations, n=67) 
Couple-level variables 1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. Attachment Anxiety 1.00         
2. Attachment Avoidance .33** 1.00        
3. Functional Independence -.05 -.02 1.00       
4. Incongruent CG Threat/ CR Harm Appraisal -.00 .01 -.33** 1.00      
5. Incongruent CG Harm / CR Threat Appraisal .10 .19 -.47** .63** 1.00     
6. Incongruent CG Constructive / CR Deactivation Coping -.08 .14 .34** -.38** -.39** 1.00    
7. Incongruent CG Constructive / CR Hyperactivation 
Coping 
.20 -.07 -.45** .49** .41** -.70** 1.00   
8. Incongruent CG Deactivation / CR Hyperactivation 
Coping 
.29* .20 -.34** .41** .45** .43** .70** 1.00  
9. Psychological Maladjustment .24 .29* -.54** .50** .58** -.10 .32** .39** 1.00 
Note: CG=caregiver / CR= Care-recipient 
*p<.05   **p<.01   ***p<.001. 
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Table 6.5 
Correlation matrix for the Cross-sectional Model 2b (inclusion of incongruent dyadic appraisal and coping configurations, n=67) 
Couple-level variables 1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. Attachment Anxiety 1.00         
2. Attachment Avoidance .33** 1.00        
3. Functional Independence -.05 -.02 1.00       
4. Incongruent CG Threat/ CR Harm Appraisal -.00 .01 -.33** 1.00      
5. Incongruent CG Harm / CR Threat Appraisal .10 .19 -.47** .63** 1.00     
6. Incongruent CG Deactivation / CR Constructive Coping .17 .02 -.20 .37** .38** 1.00    
7. Incongruent CG Hyperactivation / CR Constructive Coping .10 -.07 -.30* .46** .49** .78** 1.00   
8. Incongruent CG Hyperactivation / CR Deactivation Coping .08 .06 -.32** .38** .53** .44** .65** 1.00  
9. Psychological Maladjustment .24 .29* -.54** .50** .58** .23 .40** .35** 1.00 
Note: CG=caregiver /  CR= Care-recipient 
*p<.05   **p<.01   ***p<.001. 
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6.3 Evaluating the Proposed Congruent and Incongruent Cross-sectional 
Common Fate Mediational Models of Chronic Illness 
Path analysis was used to assess the three proposed cross-sectional common 
fate mediational models of chronic illness. The first path model (Cross-sectional 
Model 1) assessed the extent to which congruent dyadic appraisal and coping 
configurations mediate the association between couple-level attachment and 
psychological maladjustment while controlling for couple-level functional 
independence. In Cross-sectional Model 1, congruent threatening dyadic appraisal 
(e.g., both members made a threat appraisal) and congruent harmful dyadic appraisal 
(e.g., both members made a harm appraisal) were included as were congruent dyadic 
constructive coping (e.g., both members used constructive coping strategies), 
emotion-focused deactivation coping (e.g., both members used emotion-focused 
deactivation coping strategies) and emotion-focused hyperactivation coping (e.g., 
both members used emotion-focused hyperactivation coping strategies) 
configurations.  
Two subsequent cross-sectional common fate mediational models of chronic 
illness assessed incongruent dyadic appraisal and coping configurations. In both 
models, the two incongruent dyadic appraisal configurations were entered; (1) 
caregiver made threatening appraisals and the care-recipient made harmful appraisals 
and (2) caregiver made harmful appraisals and the care-recipient made threatening 
appraisals. Two models were required to enable exploration of differences depending 
on the appraisal or coping strategies employed by either the caregiver or the care-
recipient. In the first of the incongruent models (Cross-sectional Model 2a), three 
coping configurations were entered; (1) caregiver use of constructive coping and the 
care-recipient use of emotion-focused hyperactivation coping and (2) caregiver use 
of constructive coping and care-recipient use of emotion-focused deactivation 
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coping, and (3) caregiver use of emotion-focused deactivation coping and care-
recipient use of emotion-focused hyperactivation coping. In the second incongruent 
model (Cross-sectional Model 2b), the three coping configurations were reversed;  
(1) care-recipient use of constructive coping and caregiver use of emotion-focused 
hyperactivation coping and (2) care-recipient use of constructive coping and 
caregiver use of emotion-focused deactivation coping, and (3) care-recipient use of 
emotion-focused deactivation coping and caregiver use of emotion-focused 
hyperactivation coping. 
While it would have been preferable to evaluate congruent and incongruent 
appraisal and coping configurations in a single common fate model, the inclusion of 
all appraisal and coping configurations in the one model would have significantly 
compromised the estimation of an admissible model. This is because the number of 
parameters requiring estimation would be larger than what would be appropriate for 
a sample size of 67 couples. As a way to circumvent these estimation issues, the 
three alternative common fate mediational models (Models 1, 2a, and 2b) outlined 
were specified.  
All Path analyses were analysed using IBM® SPSS® AMOS Statistics 
version 22 (IBM Corporation, 2013). The fit of the models were evaluated using the 
Maximum Likelihood Chi Square Estimation (MLχ2), the Comparative Fit Index 
(CFI), Tucker Lewis Index (TLI), Standardised Root Mean Square Residual 
(SRMR), and Root Mean Square Error of Approximation (RMSEA). 
6.3.1 Hypothesised ‘Congruent’ Cross-sectional Mediational Model of Chronic 
Illness  
The hypothesised ‘congruent’ model (Cross-sectional Model 1) demonstrated 
excellent fit to the data; χ2 (2, n=67) = .137, p= .934; CFI= 1.000, TLI= 1.215, 
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SRMR=.010, RMSEA= .000. As shown in Figure 6.1, 58% of the variance in 
psychological maladjustment was explained by the variables in the model.  Couple-
level functional independence and couple-level attachment avoidance and attachment 
anxiety were associated with congruent couple harm and threat appraisals, and were 
associated with varying magnitude to the different congruent couple coping 
configurations.   
Specifically, couple-level functional independence had significant negative 
associations with both congruent harm (β = -.42, p<.001) and threat (β = -.38, 
p<.001) appraisals, the use of congruent emotion-focused hyperactivation coping (β 
= -.43, p<.001), constructive coping (β = -.28, p=.012), and couple-level 
psychological maladjustment (β = -.32, p<.001). These findings suggest that poor 
health and greater dependency by a couple was associated with the couple’s appraisal 
of situations as threatening and harmful, the use of emotion-focused hyperactivation 
coping strategies and constructive coping strategies, and poorer psychological 
maladjustment.  Couple-level attachment avoidance was also significantly and 
negatively associated with the use of constructive coping by couples (β = -.29, 
p=.017), while the association between avoidance and couple-level psychological 
maladjustment approached statistical significance (β = .17, p=.062). Threatening 
appraisals by couples (β = .30, p=.005) and the use of emotion-focused 
hyperactivation coping (β = .25, p=.019) were significantly associated with 
psychological maladjustment. Also approaching significance, was the association 
between the couple’s use of emotion-focused deactivation coping and psychological 
maladjustment (β = -.17, p=.064); the negative direction of this correlation 
suggesting that the couple’s use of deactivated coping was linked to fewer 
depression, anxiety and stress symptoms.   
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Figure 6.1 Hypothesised ‘congruent’ cross-sectional mediational model of chronic illness (cross-sectional model 1) (n=67) 
*p<.05   **p<.01   ***p<.001. Statistically significant path coefficients are bolded. Non-significant path coefficients are dotted 
Note. Error items and covariances are not presented to facilitate interpretation of the model.  
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Phantom Variable Modelling was used to examine the extent to which dyadic 
appraisal and coping mediated the association between couple-level attachment 
anxiety and avoidance and couple-level psychological maladjustment. Specifically, 
phantom models were created for 15 pathways that were being examined for specific 
indirect effects. Each path involved in a proposed mediational effect was constrained 
within the phantom model to allow an estimate of the specific indirect effect of 
interest. Furthermore, for every phantom model estimated, the sample was 
bootstrapped to 5000 replications, and 95% Confidence Intervals (CI) for the specific 
indirect effect were estimated using Maximum Likelihood method. As shown in 
Table 6.6, a total of five specific indirect effects were found to be significant. 
Specifically, congruent dyadic configurations of threatening appraisal, constructive 
coping and emotion-focused hyperactivation coping significantly mediated the 
association between couple-level functional independence and couple-level 
psychological maladjustment. Furthermore, congruent emotion-focused 
hyperactivation coping significantly mediated the association between couple-level 
attachment anxiety and psychological maladjustment, while congruent constructive 
coping mediated the association between couple-level attachment avoidance and 
couple-level psychological maladjustment. 
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Table 6.6. 
Unstandardised Specific Indirect Effects with 95% Confidence Intervals Estimates 
(Model 1) 
Specific Indirect Effect Point Estimate SE LB 95% 
CI 
UB 95% 
CI 
FI Æ Threat Æ Maladjust -.12*** .04 -.13 -.03 
FIÆConstructÆ Maladjust -.05** .01 -.11 -.01 
FIÆHyperÆ Maladjust -.11*** .03 -.14 -.06 
AnxÆHyperÆ Maladjust .05** .01 .01 .09 
AvoÆConstructÆ Maladjust -.05* .02 -.07 -.01 
Note: FI = Functional Independence, Avo= Avoidant Attachment, Anx= Anxious Attachment, 
Construct= Constructive Coping, Hyper= Emotion-focused Hyperactivation Coping, Maladjust= 
Psychological maladjustment, LB/UB 95% CI= Lower bound 95% Confidence Intervals, Upper 
bound 95% Confidence Intervals. 
*** = p <.001, ** = p <.01 
 
6.3.2 Hypothesised ‘Incongruent’ Cross-sectional Mediational Models of Chronic 
Illness 
This first hypothesised ‘incongruent’ model (Cross-sectional Model 2a) 
demonstrated excellent fit to the data; χ2 (2, n=67) =.137, p=.934; CFI=1.000, 
TLI=1.153, SRMR=.011, RMSEA=.000). As shown in Figure 6.2, 57% of the 
variance in couple-level psychological maladjustment was explained by the 
mediational model.  Couple-level functional independence was significantly 
associated with a number of model variables. Specifically, functional independence 
was significantly and negatively associated with dyadic appraisal configurations in 
which the caregiver engaged in threat appraisals and the care-recipient engaged in 
harm appraisals (β = -.34, p=.004) and the reverse of this configuration; the caregiver 
engaged in harm appraisals and the care-recipient engaged in threat appraisals (β = -
.47, p<.001). Functional independence was also significantly negatively associated 
with dyadic incongruent coping configurations in which the care-recipient used 
emotion-focused hyperactivation coping and the caregiver used either constructive 
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coping (β = -.44, p<.001) or emotion-focused deactivation coping (β = -.33, p=.003). 
Couple-level functional independence s was also negative associated with 
psychological maladjustment (β = -.38, p<.001). In contrast, functional independence 
had a positive association with a dyadic coping configuration in which the caregiver 
used constructive coping and the care-recipient used of emotion-focused deactivation 
coping (β = .34, p=.003).   
Attachment anxiety was significantly positively associated with incongruent 
coping configuration in which the care-recipient employed emotion-focused 
hyperactivation coping and the caregiver used either constructive coping (β = .24, 
p=.036) or deactivated coping (β = .23, p=.046).     
Finally, incongruent dyadic appraisals such that the caregiver engaged in 
threat appraisals and the care-recipient in harm appraisals (β = .27, p=.016) and 
caregiver in harm appraisals and the care-recipient in threat appraisals (β = .26, 
p=.027) were significantly positively associated with psychological maladjustment. 
These findings suggested that incongruent harmful or threatening appraisals whether 
these were made by the caregiver or the care-recipient, were associated with more 
depression, anxiety and stress symptoms.  
Phantom Variable Modelling was again used to examine the extent to which 
incongruent configurations of dyadic appraisal and coping mediated the association 
between couple-level attachment anxiety and avoidance and couple-level 
psychological maladjustment. As shown in Table 6.7, a total of five specific indirect 
effects were found to be significant. Specifically, the incongruent appraisal 
configuration in which the caregiver appraised the situation as threat and care 
recipient appraised the situation as harmful (and vice-versa) mediated the association 
between couple-level functional independence and couple-level psychological 
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maladjustment. Likewise, harm appraisals by the caregiver and threat appraisals by 
the care recipient mediated the association between couple-level attachment 
avoidance and couple-level psychological maladjustment. Finally, the use of 
constructive coping by the caregiver and emotion-focused deactivation coping by the 
care recipient was found to mediate the associations between couple level functional 
independence and psychological maladjustment, and couple-level attachment 
avoidance and psychological maladjustment, respectively. 
Table 6.7. 
Unstandardised Specific Indirect Effects with 95% Confidence Intervals Estimates 
(Model 2a) 
Specific Indirect Effect Point 
Estimate 
SE LB 95% 
CI 
UB 95% 
CI 
FI Æ CG Threat/CR Harm Æ Maladjust -.09*** .03 -.15 -.05 
FI Æ CG Harm/CR Threat Æ Maladjust -.12*** .04 -.16 -.05 
FIÆCG Construct/CR DeactÆ Maladjust .10** .04 -.13 -.06 
AvoÆ CG Harm/CR ThreatÆ Maladjust .04* .01 -.10 -.01 
AvoÆ CG Construct/CR DeactÆ Maladjust .05* .01 -.11 -.02 
Note: FI = Functional Independence, Avo= Avoidant Attachment, CG Threat = Caregiver Threat 
Appraisal, CG Harm = Caregiver Harm Appraisal, CR Threat = Care recipient Threat Appraisal, CR 
Harm = Care recipient Harm Appraisal, CR Construct= Caregiver Constructive Coping, CR Hyper= 
Care recipient Emotion-focused Hyperactivation Coping, CR Deact = Care recipient Emotion-focused 
Deactivation Coping, Maladjust= Psychological Maladjustment, LB/UB 95% CI= Lower bound 95% 
Confidence Intervals, Upper bound 95% Confidence Intervals. 
*** = p <.001, ** = p <.01, * = p <.05 
 
This second hypothesised ‘incongruent’ model (Cross-sectional Model 2b) 
demonstrated excellent fit to these data; χ2 (2, n=67) =.137, p=.934; CFI=1.000, 
TLI=1.156, SRMR=.010, RMSEA=.000. As shown in Figure 6.3, 55% of the 
variance in couple-level psychological maladjustment was explained by the model.  
The modelling of the relationships between couple-level functional independence, 
attachment avoidance, incongruent dyadic configurations of appraisals in Model 2b 
were identical to those in Model 2a.    
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Figure 6.2 Hypothesised ‘incongruent’ cross-sectional mediational model of couple coping (cross-sectional model 2a); caregiver using 
constructive or deactivated coping (n=67) 
*p<.05   **p<.01   ***p<.001. Statistically significant path coefficients are bolded. Non-significant path coefficients are dotted 
Note. Error items and covariances are not presented to facilitate interpretation of the model.  
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Figure 6.3. Hypothesised ‘incongruent’ cross-sectional mediational model of couple coping (cross-sectional model 2b); care-recipient 
using constructive or deactivated coping (n=67) 
*p<.05   **p<.01   ***p<.001. Statistically significant path coefficients are bolded. Non-significant path coefficients are dotted 
Note. Error items and covariances are not presented to facilitate interpretation of the model. 
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Couple-level functional independence was significantly associated with 
dyadic appraisal configurations and couple-level psychological maladjustment. 
Functional independence was also significantly negatively associated with dyadic 
incongruent coping configurations in which the caregiver used emotion-focused 
hyperactivated coping and the care-recipient used either constructive coping (β = -
.30, p=.011) or deactivated coping (β = -.31, p=.007).   
Attachment avoidance was significantly positively associated with couple-
level psychological maladjustment (β = .23, p=.013), suggesting that avoidance was 
associated with more depressive, anxious and stressful symptoms.  
Incongruent dyadic coping configurations in which the caregiver used 
emotion-focused hyperactivated coping and the care-recipient used constructive 
coping (β = .37, p=.026) was significantly positively associated with psychological 
maladjustment.  The caregivers use of deactivated coping and the care-recipients use 
of constructive coping (β = -.26, p=.052) was borderline significantly negatively 
associated with psychological maladjustment.  
Phantom Variable Modelling was again used to examine the extent to which 
incongruent configurations of dyadic appraisal and coping mediated the association 
between couple-level attachment anxiety and avoidance and couple-level 
psychological maladjustment. As shown in Table 6.8, a total of seven specific 
indirect effects were found to be significant. As in Model 2a, the incongruent 
appraisal configuration in which the caregiver appraised the situation as threat and 
care-recipient appraised the situation as harmful (and vice-versa) mediated the 
association between couple-level functional independence and couple-level 
psychological maladjustment. Consistent with Model 2a, harm appraisals by the 
caregiver and threat appraisals by the care recipient mediated the association between 
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couple-level attachment avoidance and couple-level psychological maladjustment. 
Two incongruent coping configurations mediated the associations between couple-
level functional independence and psychological maladjustment and couple-level 
attachment anxiety and psychological maladjustment. These incongruent 
configurations were caregiver’s use of emotion-focused hyperactivation coping while 
care recipients used constructive coping and when caregivers employed emotion-
focused deactivation coping while care recipients used constructive coping.  
Table 6.8. 
Unstandardised Specific Indirect Effects with 95% Confidence Intervals Estimates 
(Model 2b) 
Specific Indirect Effect Point 
Estimate 
SE LB 95% 
CI 
UB 95% 
CI 
FI Æ CG Threat/CR Harm Æ Maladjust -.08** .02 -.11 -.03 
FI Æ CG Harm/CR Threat Æ Maladjust -.09** .04 -.12 -.02 
FIÆCG Hyper/CR ConstructÆ Maladjust -.11*** .03 -.14 -.07 
FIÆCG Deact/CR ConstructÆ Maladjust -.05* .01 -.10 -.01 
AvoÆ CG Harm/CR ThreatÆ Maladjust .03* .005 .01 .07 
AnxÆ CG Hyper/CR ConstructÆ Maladjust .05* .01 .02 .09 
AnxÆ CGDeact/CR ConstructÆ Maladjust -.05* .01 -.11 -.02 
Note: FI = Functional Independence, Avo= Avoidant Attachment, Anx= Anxious Attachment CG 
Threat = Caregiver Threat Appraisal, CG Harm = Caregiver Harm Appraisal, CR Threat = Care 
recipient Threat Appraisal, CR Harm = Care recipient Harm Appraisal, CR Construct= Caregiver 
Constructive Coping, CR Hyper= Care recipient Emotion-focused Hyperactivation Coping, CR Deact 
= Care recipient Emotion-focused Deactivation Coping, Maladjust= Psychological Maladjustment, 
LB/UB 95% CI= Lower bound 95% Confidence Intervals, Upper bound 95% Confidence Intervals. 
*** = p <.001, ** = p <.01, * = p <.05 
 
6.4 Estimates of Model Power for Cross-sectional Model Pathways 
The pathways within each of the three cross-sectional mediational models of 
chronic illness were subject to a post hoc power analysis to determine the estimated 
power for pathway in the model.  Each of the cross-sectional models (Model 1 to 2b) 
required 23 pathways to be evaluated using the method outlined in section 5.4.3. 
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Using this method, each pathway was constrained to zero in a sequential manner and 
a chi-square difference test between the initial unconstrained model and each 
constrained model (i.e., pathway constrained to zero) was performed to estimate the 
non-centrality parameter estimate. This non-centrality parameter estimate, coupled 
with the difference in the degrees of freedom between the unconstrained and each 
constrained model were then input into power modelling software (i.e., G*Power) to 
determine the power estimate for each specific pathway. Power estimates for each 
pathway in the congruent cross-sectional mediational models (Cross-sectional Model 
1) are shown in Table 6.9. Tables 6.10 and 6.11 present the power estimates for each 
pathway in the two incongruent cross-sectional mediational model (Cross-sectional 
Models 2a and 2b). Power estimates above 0.8 are considered to have acceptable 
power (Cohen, 1988). As shown in Tables 6.9 to 6.11, numerous parameters have 
power <.80; largely a function of the modest coefficients. As such, the results 
reported across Models 1 to 2b should be interpreted with a degree of caution. 
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Table 6.9 
Power estimates for all pathways in the ‘Congruent’ Cross-sectional Mediational 
Model of Chronic Illness (n=67)  
Path Description Power 
1 Att. Anxiety Æ Harm App. .079 
2 Att. Anxiety Æ Threat App. .091 
3 Att. Anxiety Æ Constructive Coping .283 
4 Att. Anxiety Æ Hyperactivation Coping .346 
5 Att.Anxiety Æ Deactivation Coping .138 
6 Att. Anxiety Æ Psych. Maladjustment .365 
7 Att. Avoidance Æ Harm App. .161 
8 Att. Avoidance Æ Threat App. .083 
9 Att. Avoidance Æ Constructive Coping .648 
10 Att. Avoidance Æ Hyperactivation Coping .061 
11 Att. Avoidance Æ Deactivation Coping .139 
12 Att. Avoidance Æ Psych. Maladjustment .453 
13 Functional Independence Æ Harm App. .950 
14 Functional Independence  Æ Threat App. .896 
15 Functional Independence Æ Constructive Coping .689 
16 Functional Independence Æ Hyperactivation Coping .959 
17 Functional Independence Æ Deactivation Coping .343 
18 Functional Independence Æ Psych. Maladjustment .908 
19 Harm App. Æ Psych. Maladjustment .229 
20 Threat App. Æ Psych. Maladjustment .772 
21 Constructive Coping Æ Psych. Maladjustment .233 
22 Hyperactivation Coping Æ Psych. Maladjustment .634 
23 Deactivation Coping Æ Psych. Maladjustment .449 
Note: CG=caregiver / CR= Care-recipient 
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Table 6.10 
Power estimates for all pathways in the ‘Incongruent’ Cross-sectional Mediational 
Model of Chronic Illness (Cross-sectional Model 2a) (n=67) 
Path Description Power 
1 Att. Anxiety Æ Threat/Harm App. .054 
2 Att. Anxiety Æ Harm/Threat App. .054 
3 Att. Anxiety Æ CG Constructive/ CR Hyperactivation Coping .539 
4 Att. Anxiety Æ CG Constructive/ CR Deactivation Coping .178 
5 Att.Anxiety Æ CG Deactivation/ CR Hyperactivation Coping .504 
6 Att. Anxiety Æ Psych. Maladjustment .375 
7 Att. Avoidance Æ Threat/Harm App. .051 
8 Att. Avoidance Æ Harm/Threat App. .324 
9 Att. Avoidance Æ CG Constructive/ CR Hyperactivation Coping .278 
10 Att. Avoidance Æ CG Constructive/ CR Deactivation Coping .348 
11 Att. Avoidance Æ CG Deactivation/ CR Hyperactivation Coping .159 
12 Att. Avoidance Æ Psych. Maladjustment .284 
13 Functional Independence Æ Threat/Harm App. .800 
14 Functional Independence Æ Harm/Threat App. .984 
15 Functional Independence Æ CG Constructive/ CR Hyperactivation 
Coping 
.975 
16 Functional Independence Æ CG Constructive/ CR Deactivation Coping .825 
17 Functional Independence Æ CG Deactivation/ CR Hyperactivation 
Coping 
.824 
18 Functional Independence Æ Psych. Maladjustment .959 
19 Threat/Harm App. Æ Psych. Maladjustment .657 
20 Harm/Threat App. Æ Psych. Maladjustment .586 
21 CG Constructive/ CR Hyperactivation Coping Æ Psych. Maladjustment .061 
22 CG Constructive/ CR Deactivation Coping Æ Psych. Maladjustment .657 
23 CG Deactivation/ CR Hyperactivation Coping Æ Psych. Maladjustment .070 
Note: CG=caregiver /  CR= Care-recipient 
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Table 6.11 
Power estimates for all pathways in the ‘Incongruent’ Cross-sectional Mediational 
Model of Chronic Illness (Cross-sectional Model 2b) (n=67) 
Path Description Power 
1 Att. Anxiety Æ Threat/Harm App. .054 
2 Att. Anxiety Æ Harm/Threat App. .054 
3 Att. Anxiety Æ CG Hyperactivation / CR Constructive Coping .174 
4 Att. Anxiety Æ CG Deactivation / CR Constructive Coping .288 
5 Att.Anxiety Æ CG Hyperactivation / CR Deactivation Coping .075 
6 Att. Anxiety Æ Psych. Maladjustment .363 
7 Att. Avoidance Æ Threat/Harm App. .051 
8 Att. Avoidance Æ Harm/Threat App. .324 
9 Att. Avoidance Æ CG Hyperactivation / CR Constructive Coping .160 
10 Att. Avoidance Æ CG Deactivation / CR Constructive Coping .066 
11 Att. Avoidance Æ CG Hyperactivation / CR Deactivation Coping .057 
12 Att. Avoidance Æ Psych. Maladjustment .683 
13 Functional Independence Æ Threat/Harm App. .800 
14 Functional Independence Æ Harm/Threat App. .984 
15 Functional Independence Æ CG Hyperactivation / CR Constructive Coping .698 
16 Functional Independence Æ CG Deactivation / CR Constructive Coping .350 
17 Functional Independence Æ CG Hyperactivation / CR Deactivation Coping .742 
18 Functional Independence Æ Psych. Maladjustment .926 
19 Threat/Harm App. Æ Psych. Maladjustment .517 
20 Harm/Threat App. Æ Psych. Maladjustment .351 
21 CG Hyperactivation / CR Constructive Coping Æ Psych. Maladjustment .588 
22 CG Deactivation / CR Constructive Coping Æ Psych. Maladjustment .483 
23 CG Hyperactivation / CR Deactivation Coping Æ Psych. Maladjustment .118 
Note: CG=caregiver /  CR= Care-recipient 
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6.5 Chapter Summary 
The three proposed cross-sectional common fate mediational models of 
chronic illness in which congruent and incongruent configurations of couple 
appraisal and coping were modelled to partially mediate the association between 
couple-level attachment and couple-level psychological maladjustment were tested. 
Across all these models, couple-level functional independence was included as a 
control variable. Across the three models, more than half the variance in 
psychological maladjustment was explained by the variables in the model. 
Functional independence emerged to have a significant negative direct and 
indirect effect on psychological maladjustment. These results suggest that as health 
worsens and dependency increases for a couple, so too does the couple’s experience 
of depressive, anxious and stressful symptoms. Greater dependency was also 
associated with more congruent and incongruent harm and threat appraisals by 
couples as well as the use of more congruent and incongruent dyadic emotion-
focused hyperactivation and constructive coping configurations. The only dyadic 
coping configuration that was not associated with functional independence was the 
congruent use of emotion-focused deactivation coping.  Functional independence 
also had indirect effects on psychological maladjustment as mediated by congruent 
threatening appraisals or incongruent appraisals, and by congruent emotion-focused 
hyperactivation coping and some incongruent coping strategies where constructive 
coping was paired with either emotion-focused hyperactivation or deactivation 
coping. 
In only one of the three cross-sectional models did couple-level attachment 
have a significant relationship with couple-level psychological maladjustment. 
Specifically, attachment avoidance was significantly positively associated with 
psychological maladjustment. However, significant indirect associations between 
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attachment and psychological maladjustment were found to be mediated by couple-
level appraisal and couple-level coping. Couple-level attachment avoidance was 
indirectly associated with psychological maladjustment as mediated by an 
incongruent appraisal in which the caregiver made a harmful appraisal and the care-
recipient made a threatening appraisal. Couple-level attachment avoidance was also 
indirectly associated with psychological maladjustment by the use of fewer couple-
level congruent constructive coping strategies, and more incongruent coping 
configurations in which the caregiver used constructive coping and the care-recipient 
used deactivation coping. Caregiver use of constructive coping and care-recipient use 
of deactivated coping also negatively mediated the relationship between couple-level 
attachment anxiety and psychological maladjustment. Couple-level attachment 
anxiety was indirectly associated with psychological maladjustment as mediated by 
the use of more congruent couple-level hyperactivation coping strategies, and the 
incongruent coping configuration in which the caregiver used hyperactivation coping 
strategies and the care-recipient used constructive coping strategies. 
Couple-level attachment anxiety and avoidance were not significantly 
associated with appraisals, but were associated with some forms of coping. Namely, 
couples high in attachment avoidance were less likely to both use constructive 
coping strategies. Couples high in attachment anxiety were also more likely to have a 
caregiver adopt either constructive or emotion-focused deactivation coping strategies 
when the care-recipient used emotion-focused hyperactivation coping. No significant 
associations between couple-level attachment anxiety and the congruent use of 
emotion-focused hyperactivation coping or attachment avoidance and the congruent 
use of emotion-focused deactivation coping were found.  
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Threatening appraisals were related to psychological maladjustment in the 
congruent model and in the first incongruent model where the caregiver was using 
either constructive coping or emotion-focused deactivation coping. The couple’s 
congruent use of emotion-focused hyperactivation coping was further associated with 
psychological maladjustment. The use of two further incongruent forms of coping 
were associated with increased psychological maladjustment; the caregiver’s use of 
emotion-focused hyperactivation coping and the care-recipient’s use of constructive 
coping, and the caregiver’s use of constructive coping and the care-recipient’s use of 
emotion-focused deactivation coping. 
The next chapter presents the results of the three hypothesised longitudinal 
common fate mediational models. The models are comparable to the cross-sectional 
analyses; the timing of the data collection representing the only difference. 
Attachment and functional independence constructs remain unchanged from the 
cross-sectional models with both couple-level variables represented by data gather at 
baseline (T1). Congruent and incongruent appraisal and coping configurations 
variables were derived from the data collection attended at the six month follow-up 
(T2). Psychological maladjustment is represented in these longitudinal models by the 
couple-level score derived from data collected at the 12-month follow-up (T3).  The 
next chapter details the steps taken to screen and prepare the data, preliminary 
analyses, and the results relating to the longitudinal mediational models.  
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CHAPTER 7 
Evaluation of the Longitudinal Common Fate Mediational Model of 
Chronic Illness 
 
7.1 Overview of analysis 
In this chapter, the longitudinal analyses of the hypothesised common fate 
mediation model of couple coping are presented.  As with Chapter 6, this chapter 
begins with an overview of the treatment and screening of the data which includes a 
presentation of the descriptive statistics associated with the model variables. This is 
then followed by a series of preliminary analyses examining the stability of scores 
for all model variables across the three time points. Finally, the results relating to the 
longitudinal common fate mediation models including tests of mediation (i.e., 
estimation of specific indirect effects) using Phantom Variable Modelling are 
presented. 
The three common fate mediation models tested in this chapter replicate the 
cross-sectional models tested in Chapter 6. However, conducting a longitudinal test 
of the three models provided a more stringent analysis of the mediation component 
as well as the predictive value of the hypothesised common fate models. The 
longitudinal tests of the three common fate models were autoregressive in nature. As 
such, in each of the three models, couple-level attachment at baseline (T1) was 
modelled to predict couple-level psychological maladjustment 12 months post-
baseline (T3) and indirectly, through dyadic appraisal and coping configurations 6 
months post-baseline (T2) (e.g., the three common fate mediation models tested in 
this chapter replicate the cross-sectional models tested in Chapter 6).  
Specifically, the first model (referred to as Longitudinal Model 1) considers 
the association between couple-level attachment anxiety and avoidance at T1 and 
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couple-level psychological maladjustment at T3 as mediated by congruent dyadic 
appraisal and coping configurations at T2 (e.g., both members of the couple appraise 
a situation as harmful or both use constructive coping strategies). The two alternate 
models (referred to as Longitudinal Models 2a and 2b) examine the extent that 
incongruent dyadic appraisal and coping configurations at T2 (e.g., one couple 
member appraises a situation as harmful while the other appraises it as threatening, 
or one couple member uses constructive coping while the other uses emotion-focused 
hyperactivation coping) mediate the association between couple-level attachment 
anxiety and avoidance at T1 and couple-level psychological maladjustment at T3. 
Across all three models, couple-level functional independence assessed at T1 was 
included as a control variable.  
7.2 Data screening and treatment 
Of the original 67 couples recruited at baseline (T1), a total of 52 couples 
remained at the 12-month assessment post-baseline (T3). Attrition over time was due 
to a variety of reasons. Five couples did not participate in subsequent data collections 
due to the death of a spouse, eight couples withdrew from the study, many due to the 
worsening health of one member of the couple, and two couples could not be 
contacted. However, of the 52 couples that participated throughout the study, three 
couples provided questionnaires at T3 that included in excess of 50% missing data 
from at least one member of the couple. As a result, these three couples were 
excluded from the longitudinal analyses resulting in a sample of 49 couples upon 
which the longitudinal analyses were conducted.  
As was the case with the preparation and treatment of the baseline data, the 
data at T2 and T3 were checked for out-of-range values, none of which were found. 
Where data missing from a particular scale was less than 30% of total data multiple 
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imputation was undertaken as recommended by Enders (2010) in dealing with 
missing longitudinal data. Inspection of the means and standard deviations for all 
measure before and after the estimation of missing data by multiple imputation 
revealed minimal changes (p > .10). 
The characteristics of the sample included in the longitudinal analysis were 
compared to the characteristics of participants who were lost to follow-up and no 
significant differences between the groups were identified for the age of the 
caregiver [t(64)=.209, p=.835] or care-recipient [t(62)=-.311, p=.757], gender 
distribution [χ2 (1)=.000, p=1.000], or relationship duration [t(53.756)=1.739, 
p=.088]. There was also no difference in the sample retained and those lost to follow-
up for the number of chronic conditions reported by the caregiver [t(65)=.210, 
p=.835] or care-recipient [t(65)=-.195, p=.846], and whether they self-identified as 
an informal carer  [χ2 (1)=.002, p=.966] or care-recipient [χ2 (1)=.171, p=.680].   
The couple-level variables were checked for multi-collinearity and 
singularity, linearity, univariate and multivariate normality and homeoscedasticity. 
Scatterplots, bivariate correlations, and normal probability-plots were inspected to 
assess if the assumptions of multi-collinearity, singularity and linearity were 
violated. All bivariate relationships were less than r =.80 (Tables 7.3-7.5) and all 
visual plots demonstrate the data did not violate assumptions. An examination of 
absolute skewness and kurtosis revealed that all model variables fell within skewness 
≤ ±2.0 and kurtosis ≤ ± 7.0 (West et al., 1995) suggesting univariate normality (see 
Table 7.1). Standardized residuals (zresidual ≤ 3.29, α = .001) and Mahalanobis 
distance (p ≤ .001) revealed no univariate or multivariate outliers suggesting that 
these data did not violate these assumptions.  
The same process as described in Chapter 6 regarding the cross-sectional 
analysis was employed to generate observed couple-level variables for inclusion in 
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the longitudinal common fate mediation models of chronic illness. The only 
difference in generating observed couple-level variables for the longitudinal analysis 
was that couple-level variables needed to be created for appraisal and coping using 
the T2 data, and for psychological maladjustment using the T3 data. The couple-level 
attachment and functional independence variables used as part of the cross-sectional 
analyses (T1 – baseline assessments) were used as part of the longitudinal common 
fate mediation models. Descriptive statistics of couple-level variables included in the 
longitudinal common fate mediation models of chronic illness are presented in Table 
7.2.  
Table 7.1  
Absolute Skewness and Kurtosis Couple-Level Variables for the Longitudinal 
Common Fate Mediation Models (n=49) 
Couple-level variables Skewness Kurtosis 
Attachment Anxiety (T1) -.033 -.434 
Attachment Avoidance (T1) ..264 -1.029 
Functional Independence (T1) -1.223 1.388 
Congruent CG / CR Threat Appraisal (T2) 1.015 1.021 
Congruent CG / CR Harm Appraisal (T2) .215 -.438 
Incongruent CG Threat/ CR Harm Appraisal (T2) -.314 -.279 
Incongruent CG Harm / CR Threat Appraisal (T2) .942 1.022 
Congruent CG / CR Constructive Coping (T2) .112 -.828 
Congruent CG / CR Deactivation Coping (T2) -.491 -.093 
Congruent CG / CR Hyperactivation Coping (T2) .658 .011 
Incongruent CG Constructive / CR Deactivation Coping (T2) .014 .163 
Incongruent CG Constructive / CR Hyperactivation Coping (T2) .410 -.401 
Incongruent CG Deactivation / CR Hyperactivation Coping (T2) .183 -1.019 
Incongruent CG Deactivation / CR Constructive Coping (T2) -.196 -.645 
Incongruent CG Hyperactivation / CR Constructive Coping (T2) .355 -.543 
Incongruent CG Hyperactivation / CR Deactivation Coping (T2) .324 .146 
Psychological Maladjustment (T3) 1.119 1.655 
Note: CG=caregiver /  CR= Care-recipient;  
T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
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Table 7.2 
Mean (M), Standard Deviation (SD), and Minimum (Min.) and Maximum (Max.) 
Values for Values for the Couple-Level Variables in the Longitudinal Common Fate 
Mediation Models of Chronic Illness (n=49) 
Note: CG=caregiver / CR= Care-recipient; 
T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months). 
The estimation of some couple-level variables resulted in ranges that included negative values, or 
values close to zero. This was a function of weighting partner scores by their association (which for 
some variables was either a negative relationship, or a relationship of small magnitude).  
 
As shown in Tables 7.3 to 7.5, couple-level attachment anxiety and avoidance had 
few significant correlations with the other variables across the three models (i.e., 
Longitudinal Models 1 to 2b). Anxiety and avoidance correlated were positively 
correlated. Attachment anxiety was significantly negatively associated with an 
incongruent dyadic coping configuration—namely—the caregiver’s use of emotion-
focused deactivation coping while the care-recipient used emotion-focused 
hyperactivation coping at 6 months (Longitudinal Model 2a, see Table 7.4).  
Couple-level variables M (SD) Min.–Max. 
Attachment Anxiety (T1) 8.56 (2.80) 3.07 – 15.04 
Attachment Avoidance (T1) 9.25 (3.11) 3.80 – 15.85 
Functional Independence (ADL/IADL) (T1) 4.89 (0.64) 3.10 – 5.60 
Appraisal (T2)   
Congruent Harm 1.50 (0.80) 0.00 – 3.30 
Congruent Threat 2.45 (1.52) 0.00 – 6.91 
Incongruent CG Threat / CR Harm -0.16 (0.08) -0.35 – 0.00 
Incongruent CG Harm / CR Threat 3.66 (2.28) 0.00 - 10.64 
Coping (T2)   
Congruent Constructive 2.76 (1.38) 0.00 – 5.44 
Congruent Hyperactivation 2.80 (1.72) 0.00 – 7.11 
Congruent Deactivation 5.60 (1.99) 0.80 – 9.58 
Incongruent CG Constructive/CR Deactivation Coping 5.28 (2.23) 0.00 – 10.51 
Incongruent CG Constructive/CR Hyperactivation Coping 1.11 (0.58) 0.00 – 2.32 
Incongruent CG Deactivation/CR Hyperactivation Coping -1.10 (0.43) -1.94 - -0.34 
Incongruent CG Deactivation/CR Constructive Coping 0.88 (0.35) 0.24 – 1.60 
Incongruent CG Hyperactivation/CR Constructive Coping 1.58 (0.84) 0.11 – 3.70 
Incongruent CG Hyperactivation/CR Deactivation Coping 4.07 (1.80) 0.25 – 8.15 
Psychological Maladjustment (T3) 11.20 (7.77) 0.77 - 36.96 
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Attachment avoidance was significantly negatively associated with incongruent 
dyadic coping configurations in which the care-recipient used emotion-focused 
deactivation coping and the caregiver used either constructive coping or emotion-
focused hyperactivation coping (Longitudinal Model 2b, see Tables 7.4 and 7.5).  
Functional independence was significantly negatively associated with 
psychological maladjustment and the use of congruent emotion-focused 
hyperactivation coping (Longitudinal Model 1, see Table 7.3) and incongruent 
dyadic coping configurations in which the caregiver used hyperactivation coping and 
the care-recipient used either constructive coping or emotion-focused deactivation 
coping (Longitudinal Model 2b, see Table 7.5).  
Furthermore, congruent threat and harm appraisals were consistently 
associated with psychological maladjustment (Longitudinal Model 1, see Table 7.3). 
None of the dyadic congruent or incongruent coping configurations employed at 6 
months were associated with couple-level psychological maladjustment at 12 months 
(see Table 7.3-7.5). 
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Table 7.3  
Correlation matrix for the Longitudinal Model 1 (inclusion of congruent dyadic appraisal and coping configurations, n=49) 
Couple-level variables 1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. Attachment Anxiety (T1) 1.00         
2. Attachment Avoidance (T1) .38** 1.00        
3. Functional Independence (T1) -.01 -.19 1.00       
4. Congruent Threat Appraisal (T2) .14 -.02 -.18 1.00      
5. Congruent Harm Appraisal (T2) .17 .05 -.27 .76** 1.00     
6. Congruent Constructive Coping (T2) .04 -.26 -.17 .10 .17 1.00    
7. Congruent Deactivation Coping (T2) .09 -.12 -.09 .02 .02 .40** 1.00   
8. Congruent Hyperactivation Coping (T2) .22 .04 -.41** .30* .43** .31* .24 1.00  
9. Psychological Maladjustment (T3) .25 .21 -.38** .55** .47** -.05 -.18 .26 1.00 
T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
*p<.05   **p<.01   ***p<.001. 
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Table 7.4 
Correlation matrix for the Longitudinal Model 2a (inclusion of incongruent dyadic appraisal and coping configurations, n=49) 
Couple-level variables 1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. Attachment Anxiety (T1) 1.00         
2. Attachment Avoidance (T1) .38** 1.00        
3. Functional Independence (T1) -.01 -.19 1.00       
4. Incongruent CG Threat/ CR Harm Appraisal (T2) -.17 -.01 .20 1.00      
5. Incongruent CG Harm / CR Threat Appraisal (T2) .15 .03 -.26 -.79** 1.00     
6. Incongruent CG Constructive/CR Deactivation Coping (T2) .00 -.28* .17 -.06 .04 1.00    
7. Incongruent CG Constructive/CR Hyperactivation Coping (T2) .23 .02 -.27 -.24 .13 .67** 1.00   
8. Incongruent CG Deactivation/CR Hyperactivation Coping (T2) -.37** -.23 .20 .24 -.12 -.46** -.76** 1.00  
9. Psychological Maladjustment (T3) .25 .21 -.38** -.52** .51** -.17 .05 -.07 1.00 
Note: CG=caregiver / CR= Care-recipient / T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
*p<.05   **p<.01   ***p<.001. 
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Table 7.5  
Correlation matrix for the Longitudinal Model 2b (inclusion of incongruent dyadic appraisal and coping configurations, n=49) 
Couple-level variables 1. 2. 3. 4. 5. 6. 7. 8. 9. 
1. Attachment Anxiety (T1) 1.00         
2. Attachment Avoidance (T1) .38** 1.00        
3. Functional Independence (T1) -.01 -.19 1.00       
4. Incongruent CG Threat/ CR Harm Appraisal (T2) -.17 -.01 .20 1.00      
5. Incongruent CG Harm / CR Threat Appraisal (T2) .15 .03 -.26 -.79** 1.00     
6. Incongruent CG Deactivation/CR Constructive Coping (T2) .13 -.11 -.09 -.15 .11 1.00    
7. Incongruent CG Hyperactivation/CR Constructive Coping 
(T2) 
.02 -.26 -.32* -.37** .31* .73** 1.00   
8. Incongruent CG Hyperactivation/CR Deactivation Coping 
(T2) 
-.01 -.29* -.32* -.26 .23 .35* -.59** 1.00  
9. Psychological Maladjustment (T3) .25 .21 -.38** -.52** .51** -.04 -.07 .15 1.00 
Note: CG=caregiver /  CR= Care-recipient / T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
*p<.05   **p<.01   ***p<.001. 
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7.2.1 Preliminary Analyses on Longitudinal Model Variables 
Given that data for all the variables in the proposed longitudinal mediational 
models were collected across all three time points, the means across these assessment 
periods were examined and a series of repeated measure Analyses of Variances 
(ANOVA) were conducted. The assumption in much of the attachment and coping 
literature in particular, is that individual differences in attachment and coping are 
largely stable over time (Mikulincer & Florian, 1998; Mikulincer & Shaver, 2007; 
Shaver & Clark, 1994). Therefore, the repeated measures ANOVAs were conducted 
to empirically examine this assumption, and so to determine if there were any 
significant changes in couple-level attachment, functional independence, 
psychological maladjustment, and congruent and incongruent appraisal and coping 
configurations over time. Significant changes in relation to any variables would 
require that changes across time be controlled for in the model by adding the 
multiple assessment points into the model. However, if no significant changes are 
found, the need to control for scores across the three time points is not required for 
the type of autoregressive model proposed and assessed longitudinally.  As shown in 
Table 7.6, there was very little variation in mean values for model variables over 
time. Following Bonferoni adjustments for repeated measure ANOVA (a maximum 
adjustment of α = .05 / .10), no changes in model variables reached significance (α ≤ 
.005 – Bonferroni adjusted). These repeated measure analyses provided further 
support for the longitudinal analyses undertaken in the mediational model, whereby 
attachment styles at time one were used to predict congruent and incongruent couple 
appraisal and coping configurations at time two, and in turn, these appraisal and 
coping configurations were used to predict psychological maladjustment at time 
three. 
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Table 7.6 
Means and Standard deviations of Common Fate Model Variables Across Time 
Note:  CG=caregiver, CR= Care-recipient, M= Mean, SD= Standard Deviation 
 
7.3 Evaluating the Proposed Congruent and Incongruent Longitudinal 
Common Fate Mediational Models of Chronic Illness  
Path analysis was used to assess the three proposed longitudinal common fate 
mediational models of chronic illness. The first path model (Longitudinal Model 1) 
assessed the extent to which congruent dyadic appraisal and coping configurations 
mediated the association between couple-level attachment at T1 and psychological 
maladjustment at T3 while controlling for couple-level functional independence 
(T1). In the Longitudinal Model 1, mediation variables were derived from T2 and 
included congruent threatening dyadic appraisal (e.g., both members made a threat 
Couple-level variables Time 1 Time 2 Time 3 
 M (SD) M (SD) M (SD) 
Attachment Anxiety  8.56 (2.80) 8.18 (2.60) 0.66 (0.19) 
Attachment Avoidance  9.25 (3.11) 2.59 (0.84) 7.82 (2.42) 
Functional Independence (ADL/IADL)  4.89 (0.64) 2.61 (0.31) 0.19 (0.03) 
Appraisal     
Congruent Harm  1.58 (0.83) 1.50 (0.80) 3.28 (1.80) 
Congruent Threat 2.43 (1.36) 2.45 (1.52) 2.14 (1.13) 
Incongruent CG Threat/CR Harm -0.17 (0.09) -0.16 (0.08) 2.20 (1.45) 
Incongruent CG Harm/CR Threat 3.59 (2.03) 3.66 (2.28) 2.39 (1.31) 
Coping     
Congruent Constructive 4.04 (2.01) 2.76 (1.38) 5.43 (2.82) 
Congruent Hyperactivation 2.53 (2.26) 2.80 (1.72) 6.24 (4.19) 
Congruent Deactivation 1.18 (0.39) 5.60 (1.99) 2.21 (0.84) 
Incongruent CG Constructive/CR Deactivation  5.25 (1.97) 5.28 (2.23) 5.50 (2.36) 
Incongruent CG Constructive/CR Hyperactivation  1.16 (0.63) 1.11 (0.58) 1.21 (0.73) 
Incongruent CG Deactivation/CR Hyperactivation  -1.14 (0.52) -1.10 (0.43) 0.59 (0.27) 
Incongruent CG Deactivation/CR Constructive  0.91 (0.35) 0.88 (0.35) 1.70 (0.74) 
Incongruent CG Hyperactivation/CR Constructive  1.68 (0.88) 1.58 (0.84) 4.77 (2.61) 
Incongruent CG Hyperactivation/CR Deactivation  4.10 (1.80) 4.07 (1.80) 0.21 (0.09) 
Psychological Maladjustment  6.62 (4.60) 4.41 (2.95) 11.20 (7.77) 
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appraisal) and congruent harmful dyadic appraisal (e.g., both members made a harm 
appraisal), as well as congruent dyadic constructive coping (e.g., both members used 
constructive coping strategies), emotion-focused deactivation coping (e.g., both 
members used deactivation coping strategies) and emotion-focused hyperactivation 
coping (e.g., both members used hyperactivation coping strategies) configurations.  
Two subsequent longitudinal common fate mediational models of chronic 
illness assessed incongruent dyadic appraisal and coping configurations. In both 
models, the two incongruent dyadic appraisal configurations (T2) were entered; (1) 
caregiver made a threatening appraisal and the care-recipient made a harmful 
appraisal and (2) caregiver made a harmful appraisal and the care-recipient made a 
threatening appraisal. Two models were required to enable exploration of the 
possible incongruent appraisal and coping configurations employed by the couple. In 
the first of the incongruent models (Longitudinal Model 2a), three coping 
configurations were entered; (1) caregiver use of constructive coping and care-
recipient use of emotion-focused hyperactivation coping and (2) caregiver use of 
constructive coping and care-recipient use of emotion-focused deactivation coping, 
and (3) caregiver use of emotion-focused deactivation coping and care-recipient use 
of emotion-focused hyperactivation coping. In the second incongruent model 
(Longitudinal Model 2b), the three coping configurations were reversed;  (1) care-
recipient use of constructive coping and caregiver use of emotion-focused 
hyperactivation coping and (2) care-recipient use of constructive coping and 
caregiver use of emotion-focused deactivation coping, and (3) care-recipient use of 
emotion-focused deactivation coping and caregiver use of emotion-focused 
hyperactivation coping. 
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As was the case with the cross-sectional analysis, the inclusion of all 
appraisal and coping configurations in a single common fate model, though 
preferable, would have significantly compromised the estimation of an admissible 
model. This is because the number of parameters requiring estimation would be 
larger than what would be appropriate for a sample size of 49 couples. As a way to 
circumvent these estimation issues, the three alternative common fate mediational 
models (Models 1, 2a, and 2b) outlined were specified as separate path models. 
All Path analyses were again analysed using IBM® SPSS® AMOS Statistics 
version 22 (IBM Corporation, 2013). The fit of the models were evaluated using the 
Maximum Likelihood Chi Square Estimation (MLχ2), the Comparative Fit Index 
(CFI), Tucker Lewis Index (TLI), Standardised Root Mean Square Residual 
(SRMR), and Root Mean Square Error of Approximation (RMSEA). 
7.3.1 Hypothesised ‘Congruent’ Longitudinal Mediational Model of Chronic 
Illness  
The hypothesised longitudinal ‘congruent’ model (Longitudinal Model 1) 
demonstrated excellent fit to the data; χ2 (2, n=49) =2.040, p=.361; CFI=1.000, 
TLI=.992, SRMR=.038, RMSEA=.020. As shown in Figure 7.1, 46% of the variance 
in psychological maladjustment was explained by the variables in the model.   
Couple-level functional independence (T1) was significantly negatively 
associated with congruent couple harm appraisals (T2) (β =-.28, p=.037) and 
congruent dyadic emotion-focused hyperactivation coping (T2) (β =-.43, p<.001), 
and couple-level psychological maladjustment (T3) (β =-.30, p=.014). These findings 
suggest that poor health and greater dependency by a couple was associated with 
couple’s subsequent appraisal of situations as harmful and the use of congruent 
dyadic hyperactivation coping strategies, as well as psychological maladjustment 12 
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months later.  Couple-level attachment avoidance (T1) was also significantly and 
negatively associated with the use of constructive coping by couples (T2) (β =-.37, 
p=.010). The path coefficient between couple-level attachment anxiety (T1) and 
emotion-focused hyperactivation coping (T2) by couples approached statistical 
significance (β =.26, p=.054). Couple-level threatening appraisals (T2) were 
significantly and positively associated with couple-level psychological 
maladjustment (T3) (β =.47, p=.005).  
Phantom Variable Modelling was used to examine the extent to which dyadic 
appraisal and coping (T2) mediated the association between couple-level attachment 
anxiety and avoidance (T1) and couple-level psychological maladjustment (T3). As 
conducted with the cross-sectional analyses, phantom models were created for 15 
pathways that were being examined for specific indirect effects. Each path involved 
in a proposed mediational effect was constrained within the phantom model to allow 
an estimate of the specific indirect effect of interest. Furthermore, for every phantom 
model estimated, the sample was bootstrapped to 5000 replications, and 95% 
Confidence Intervals (CI) for the specific indirect effect were estimated using 
Maximum Likelihood method. As shown in Table 7.7, a total of four specific indirect 
effects were found to be significant. Specifically, congruent dyadic threatening 
appraisals (T2) significantly mediated the association between couple-level 
functional independence (T1) and both couple-level attachment anxiety (T1) and 
avoidance (T1), and couple-level psychological maladjustment (T3). Furthermore, 
congruent emotion-focused deactivation coping (T2) significantly mediated the 
association between couple-level attachment avoidance (T1) and psychological 
maladjustment (T3). 
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Table 7.7. 
Unstandardised Specific Indirect Effects with 95% Confidence Intervals Estimates 
(Longitudinal Model 1) 
Specific Indirect Effect Point Estimate SE LB 95% 
CI 
UB 95% 
CI 
FI Æ Threat Æ Maladjust -.10*** .03 -.14 -.06 
AnxÆThreatÆ Maladjust .09** .04 -.12 -.03 
AvoÆThreatÆ Maladjust -.06* .03 -.13 -.04 
AvoÆDeactÆ Maladjust -.04* .01 -.08 -.01 
Note: FI = Functional Independence, Avo= Avoidant Attachment, Anx= Anxious Attachment, Deacr= 
Emotion-focused Deactivation Coping, Maladjust= Psychological maladjustment, LB/UB 95% CI= 
Lower bound 95% Confidence Intervals, Upper bound 95% Confidence Intervals.  
*** = p <.001, ** = p <.01, * = p <.05 
 
7.3.2 Hypothesised ‘Incongruent’ Longitudinal Mediational Models of Chronic 
Illness  
This first hypothesised ‘incongruent’ model (Longitudinal Model 2a) 
demonstrated excellent fit to these data; χ2 (2, n=49) =2.040, p=.361; CFI=1.000, 
TLI=.995, SRMR=.037, RMSEA=.020. As shown in Figure 7.2, 44% of the variance 
in couple-level psychological maladjustment was explained by the model.   
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Figure 7.1 Hypothesised ‘congruent’ longitudinal mediational model of chronic illness (longitudinal model 1) (n=49) 
T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
*p<.05   **p<.01   ***p<.001. Statistically significant path coefficients are bolded. Non-significant path coefficients are dotted 
Note. Error items and covariances are not presented to facilitate interpretation of the model.  
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Figure 7.2 Hypothesised ‘incongruent’ longitudinal mediational model of chronic illness (longitudinal Model 2a); caregiver using 
constructive or deactivated coping (n=49) 
T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
*p<.05   **p<.01   ***p<.001. Statistically significant path coefficients are bolded. Non-significant path coefficients are dotted 
Note. Error items and covariances are not presented to facilitate interpretation of the model.   
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Figure 7.3 Hypothesised ‘incongruent’ longitudinal mediational model of chronic illness (longitudinal model 2b); care-recipient using 
constructive or deactivated coping (n=49) 
T1= Time 1 (baseline) / T2 = Time 2 (6 months) / T3= Time 3 (12 months) 
*p<.05   **p<.01   ***p<.001. Statistically significant path coefficients are bolded. Non-significant path coefficients are dotted 
Note. Error items and covariances are not presented to facilitate interpretation of the model.  
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Couple-level functional independence (T1) was significantly negatively 
associated with the dyadic appraisal configuration in which the caregiver engaged in 
harm appraisals and the care-recipient engaged in threat appraisals (T2) (β =-.27, 
p=.048), with the dyadic incongruent coping configuration in which the caregiver 
used constructive coping and the care-recipient used emotion-focused 
hyperactivation coping (T2) (β =-.29, p=.028), as well as subsequent couple-level 
psychological maladjustment (T3) (β =-.31, p=.009).  
Couple-level attachment avoidance (T1) had a negative association with an 
incongruent dyadic coping configuration in which the caregiver used constructive 
coping and the care-recipient used emotion-focused deactivation coping (T2) (β =-
.38, p=.007). Couple-level attachment anxiety (T1) was significantly positively 
associated with the incongruent dyadic coping configuration in which the care-
recipient used emotion-focused hyperactivation coping and the caregiver used 
constructive coping (T2) (β =.28, p=.048) but negatively associated with the care-
recipient’s use of hyperactivation coping and the caregiver’s use of emotion-focused 
deactivation coping strategies (T2) (β =-.34, p=.017).  
Phantom Variable Modelling was again used to examine the extent to which 
incongruent configurations of dyadic appraisal and coping (T2) mediated the 
association between couple-level attachment anxiety and avoidance (T1) and couple-
level psychological maladjustment (T3). As shown in Table 7.8, five specific indirect 
effects were found to be significant; four of these indirect effects replicated indirect 
effects found in the cross-sectional analysis. Specifically, the incongruent appraisal 
configuration in which the caregiver appraised the situation as threat and care 
recipient appraised the situation as harmful (and vice-versa) (T2) mediated the 
association between couple-level functional independence (T1) and couple-level 
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psychological maladjustment (T3). The use of constructive coping by the caregiver 
and emotion-focused deactivation coping by the care-recipient (T2) was found to 
mediate the associations between couple level functional independence (T1) and 
psychological maladjustment (T3), and couple-level attachment avoidance (T1) and 
psychological maladjustment (T3), respectively. In these longitudinal analyses, a 
specific indirect effect was found where the association between couple-level 
attachment anxiety (T1) and psychological maladjustment (T3) was mediated by a 
threatening appraisal by the caregiver and harmful appraisal by the care-recipient 
(T2).  
Table 7.8. 
Unstandardised Specific Indirect Effects with 95% Confidence Intervals Estimates 
(Longitudinal Model 2a) 
Specific Indirect Effect Point 
Estimate 
SE LB 95% 
CI 
UB 95% 
CI 
FI Æ CG Threat/CR Harm Æ Maladjust -.07*** .02 -.16 -.06 
FI Æ CG Harm/CR Threat Æ Maladjust -.04* .01 -.10 -.02 
FIÆCG Construct/CR DeactÆ Maladjust .06* .02 -.14 -.04 
Anx Æ CG Threat/CR Harm Æ Maladjust .07* .03 .01 .10 
AvoÆ CG Construct/CR DeactÆ Maladjust .09** .02 -.13 -.04 
Note: FI = Functional Independence, Avo= Avoidant Attachment, CG Threat = Caregiver Threat 
Appraisal, CG Harm = Caregiver Harm Appraisal, CR Threat = Care recipient Threat Appraisal, CR 
Harm = Care recipient Harm Appraisal, CR Construct= Caregiver Constructive Coping, CR Hyper= 
Care recipient Emotion-focused Hyperactivation Coping, CR Deact = Care recipient Emotion-focused 
Deactivation Coping, Maladjust= Psychological Maladjustment, LB/UB 95% CI= Lower bound 95% 
Confidence Intervals, Upper bound 95% Confidence Intervals. 
*** = p <.001, ** = p <.01, * = p <.05 
 
In the second hypothesised ‘incongruent’ longitudinal mediational model of 
chronic illness (Longitudinal Model 2b) the incongruent threat and harm appraisal 
combinations were modelled identically to the first incongruent model (Longitudinal 
Model 2a). However, the dyadic coping combinations were reversed such that the 
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care-recipient’s use of constructive coping was paired with the caregiver’s use either 
emotion-focused deactivation or hyperactivation coping and the care-recipient’s use 
of deactivation coping was paired with the caregiver’s use of hyperactivation coping. 
This ‘incongruent’ model (Longitudinal Model 2b) also demonstrated excellent fit to 
these data; χ2 (2, n=49) =2.040, p=.361; CFI=1.000, TLI=.995, SRMR=.040, 
RMSEA=.020. As shown in Figure 7.3, 43% of the variance in couple-level 
psychological maladjustment was explained by the mediational model.  The 
modelling of the relationships between couple-level functional independence, 
attachment avoidance and anxiety, and incongruent dyadic configurations of 
appraisal in Longitudinal Model 2b were identical to those modelled in Longitudinal 
Model 2a.  Couple-level functional independence (T1) remained significantly 
negatively associated with the incongruent dyadic appraisal configuration in which 
the caregiver engaged in harmful appraisals and care-recipient engaged in 
threatening appraisals (T2), as well as with couple-level psychological 
maladjustment (T3). Couple-level functional independence (T1) had significant 
negative associations with the incongruent dyadic coping configurations (T2) in 
which the caregiver used emotion-focused hyperactivation coping and the care-
recipient used either constructive coping (β =-.38, p=.002) or deactivation coping (β 
=-.39, p=.001), suggesting that poorer health and dependency were associated with 
increased used of any incongruent coping strategy in which the caregiver used 
hyperactivation coping.   
Couple-level attachment avoidance (T1) was significantly negatively 
associated with the dyadic coping configurations (T2) in which the caregiver used 
emotion-focused hyperactivation coping and the care-recipient used either 
constructive coping (β =-.39, p=.003) or deactivation coping (β =-.40, p=.002). This 
finding suggests that couples with high attachment avoidance are less likely to have 
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the caregiver use emotion-focused hyperactivation coping regardless of the 
incongruent coping strategy employed by the care-recipient.  
Phantom Variable Modelling was again used to examine the extent to which 
incongruent configurations of dyadic appraisal and coping (T2) mediated the 
association between couple-level attachment anxiety and avoidance (T1) and couple-
level psychological maladjustment (T3). As shown in Table 7.9, eight specific 
indirect effects were found to be significant. As in the cross-sectional Model 2b the 
same specific indirect effects between functional independence (T1) and 
psychological maladjustment (T3) were observed with the relationship mediated by 
incongruent appraisal configuration in which the caregiver appraised the situation as 
threat and care-recipient appraised the situation as harmful (and vice-versa) (T2), and 
incongruent dyadic coping configurations in which the caregiver used emotion-
focused hyperactivation coping and the care-recipient used either constructive coping 
or deactivation coping (T2). Three incongruent coping configurations (T2) mediated 
the associations between couple-level attachment avoidance (T1) and psychological 
maladjustment (T3). These incongruent configurations were caregiver’s use of 
emotion-focused hyperactivation coping while care-recipients used constructive 
coping and or deactivation coping, and when caregivers employed emotion-focused 
deactivation coping while care-recipients used constructive coping. Consistent with 
cross-sectional Model 2b, the use of emotion-focused deactivation coping by the 
caregiver and constructive coping by the care-recipient (T2) mediated the association 
between couple-level attachment anxiety (T1) and couple-level psychological 
maladjustment (T3). 
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Table 7.9 
Unstandardised Specific Indirect Effects with 95% Confidence Intervals Estimates 
(Longitudinal Model 2b) 
Specific Indirect Effect Point 
Estimate 
SE LB 95% 
CI 
UB 95% 
CI 
FI Æ CG Threat/CR Harm Æ Maladjust -.07** .02 -.12 -.04 
FI Æ CG Harm/CR Threat Æ Maladjust -.05* .01 -.08 -.02 
FIÆCG Hyper/CR ConstructÆ Maladjust -.07** .03 -.10 -.05 
FIÆCG Hyper/CR DeactÆ Maladjust .09** .03 .02 .11 
AnxÆ CGDeact/CR ConstructÆ Maladjust .04* .01 .03 .09 
AvoÆ CG Hyper/CR ConstructÆ Maladjust .07** .02 .02 .11 
AvoÆ CG Deact/CR ConstructÆ Maladjust .04* .01 .02 .08 
AvoÆ CG Hyper/CR DeactÆ Maladjust .09** .02 .03 .13 
Note: FI = Functional Independence, Avo= Avoidant Attachment, Anx= Anxious Attachment CG 
Threat = Caregiver Threat Appraisal, CG Harm = Caregiver Harm Appraisal, CR Threat = Care 
recipient Threat Appraisal, CR Harm = Care recipient Harm Appraisal, CR Construct= Caregiver 
Constructive Coping, CR Hyper= Care recipient Emotion-focused Hyperactivation Coping, CR Deact 
= Care recipient Emotion-focused Deactivation Coping, Maladjust= Psychological Maladjustment, 
LB/UB 95% CI= Lower bound 95% Confidence Intervals, Upper bound 95% Confidence Intervals. 
*** = p <.001, ** = p <.01, * = p <.05 
 
7.4 Estimates of Model Power for Longitudinal Model Pathways 
 The pathways within each of the three longitudinal mediational models of 
chronic illness were subject to a post hoc power analysis to determine the estimated 
power for each pathway in the model.  Each of the longitudinal models (Longitudinal 
Model 1 to 2b) required 23 pathways to be evaluated using the method outlined in 
section 5.4.3 and as undertaken as part of the power analysis of the cross-sectional 
data in Chapter 6. Power estimates for each pathway in the congruent longitudinal 
mediational model (Longitudinal Model 1) are shown in Table 7.10. Tables 7.11 and 
7.12 present the power estimates for each pathway in the two incongruent 
longitudinal (Longitudinal Models 2a and 2b). As shown in Tables 7.10 to 7.12, 
many of the parameters again demonstrated power <.80; largely a function of the 
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modest coefficients. As such, the results reported across Models 1 to 2b should be 
interpreted with a degree of caution.  
Table 7.10 
Power estimates for all pathways in the ‘Congruent’ Longitudinal Mediational Model 
of Chronic Illness (Longitudinal Model 1) (n=49) 
Path Description Power 
1 Att. Anxiety Æ Harm App. .246 
2 Att. Anxiety Æ Threat App. .240 
3 Att. Anxiety Æ Constructive Coping .220 
4 Att. Anxiety Æ Hyperactivation Coping .470 
5 Att.Anxiety Æ Deactivation Coping .197 
6 Att. Anxiety Æ Psych. Maladjustment .305 
7 Att. Avoidance Æ Harm App. .326 
8 Att. Avoidance Æ Threat App. .386 
9 Att. Avoidance Æ Constructive Coping .683 
10 Att. Avoidance Æ Hyperactivation Coping .177 
11 Att. Avoidance Æ Deactivation Coping .268 
12 Att. Avoidance Æ Psych. Maladjustment .070 
13 Functional Independence Æ Harm App. .518 
14 Functional Independence Æ Threat App. .298 
15 Functional Independence Æ Constructive Coping .400 
16 Functional Independence Æ Hyperactivation Coping .887 
17 Functional Independence Æ Deactivation Coping .143 
18 Functional Independence Æ Psych. Maladjustment .654 
19 Harm App. Æ Psych. Maladjustment .050 
20 Threat App. Æ Psych. Maladjustment .775 
21 Constructive Coping Æ Psych. Maladjustment .078 
22 Hyperactivation Coping Æ Psych. Maladjustment .054 
23 Deactivation Coping Æ Psych. Maladjustment .398 
Note: CG=caregiver / CR= Care-recipient 
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Table 7.11  
Power estimates for all pathways in the ‘Incongruent’ Longitudinal Mediational 
Model of Chronic Illness (Longitudinal Model 2a) (n=49) 
Path Description Power 
1 Att. Anxiety Æ Threat/Harm App. .812 
2 Att. Anxiety Æ Harm/Threat App. .784 
3 Att. Anxiety Æ CG Constructive/ CR Hyperactivation Coping .882 
4 Att. Anxiety Æ CG Constructive/ CR Deactivation Coping .764 
5 Att.Anxiety Æ CG Deactivation/ CR Hyperactivation Coping .925 
6 Att. Anxiety Æ Psych. Maladjustment .765 
7 Att. Avoidance Æ Threat/Harm App. .737 
8 Att. Avoidance Æ Harm/Threat App. .724 
9 Att. Avoidance Æ CG Constructive/ CR Hyperactivation Coping .761 
10 Att. Avoidance Æ CG Constructive/ CR Deactivation Coping .944 
11 Att. Avoidance Æ CG Deactivation/ CR Hyperactivation Coping .713 
12 Att. Avoidance Æ Psych. Maladjustment .744 
13 Functional Independence Æ Threat/Harm App. .345 
14 Functional Independence Æ Harm/Threat App. .478 
15 Functional Independence Æ CG Constructive/ CR Hyperactivation Coping .559 
16 Functional Independence Æ CG Constructive/ CR Deactivation Coping .418 
17 Functional Independence Æ CG Deactivation/ CR Hyperactivation Coping .271 
18 Functional Independence Æ Psych. Maladjustment .699 
19 Threat/Harm App. Æ Psych. Maladjustment .828 
20 Harm/Threat App. Æ Psych. Maladjustment .780 
21 CG Constructive/ CR Hyperactivation Coping Æ Psych. Maladjustment .730 
22 CG Constructive/ CR Deactivation Coping Æ Psych. Maladjustment .787 
23 CG Deactivation/ CR Hyperactivation Coping Æ Psych. Maladjustment .727 
Note: CG=caregiver / CR= Care-recipient 
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Table 7.12  
Power estimates for all pathways in the ‘Incongruent’ Longitudinal Mediational 
Model of Chronic Illness (Longitudinal Model 2b) (n=49) 
Path Description Power 
1 Att. Anxiety Æ Threat/Harm App. .286 
2 Att. Anxiety Æ Harm/Threat App. .217 
3 Att. Anxiety Æ CG Hyperactivation / CR Constructive Coping .230 
4 Att. Anxiety Æ CG Deactivation / CR Constructive Coping .269 
5 Att.Anxiety Æ CG Hyperactivation / CR Deactivation Coping .173 
6 Att. Anxiety Æ Psych. Maladjustment .293 
7 Att. Avoidance Æ Threat/Harm App. .118 
8 Att. Avoidance Æ Harm/Threat App. .093 
9 Att. Avoidance Æ CG Hyperactivation / CR Constructive Coping .788 
10 Att. Avoidance Æ CG Deactivation / CR Constructive Coping .213 
11 Att. Avoidance Æ CG Hyperactivation / CR Deactivation Coping .820 
12 Att. Avoidance Æ Psych. Maladjustment .061 
13 Functional Independence Æ Threat/Harm App. .345 
14 Functional Independence Æ Harm/Threat App. .478 
15 Functional Independence Æ CG Hyperactivation / CR Constructive Coping .825 
16 Functional Independence Æ CG Deactivation / CR Constructive Coping .147 
17 Functional Independence Æ CG Hyperactivation / CR Deactivation Coping .848 
18 Functional Independence Æ Psych. Maladjustment .588 
19 Threat/Harm App. Æ Psych. Maladjustment .376 
20 Harm/Threat App. Æ Psych. Maladjustment .169 
21 CG Hyperactivation / CR Constructive Coping Æ Psych. Maladjustment .131 
22 CG Deactivation / CR Constructive Coping Æ Psych. Maladjustment .223 
23 CG Hyperactivation / CR Deactivation Coping Æ Psych. Maladjustment .314 
Note: CG=caregiver / CR= Care-recipient 
 
7.5 Chapter Summary 
The three proposed common fate longitudinal mediational models of chronic 
illness in which congruent and incongruent configurations of couple appraisal and 
coping at T2 were modelled to partially mediate the association between couple level 
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attachment (T1) and couple-level psychological maladjustment (T3) were tested. 
Across all these models, couple-level functional independence (T1) was included as 
a control variable. Across the three models, just under half the variance in 
psychological maladjustment was explained by the variables in the model.  
Functional independence emerged to have a significant negative direct and 
indirect effect on psychological maladjustment 12 months later.  These results 
suggest that worsening health and dependency is associated with the long term 
experience of depressive, anxious and stressful symptoms. Functional independence 
was also associated with the use at six months of more congruent dyadic harm 
appraisals, incongruent dyadic appraisals in which the caregiver engaged in harmful 
appraisals and the care-recipient in threatening appraisals, and more congruent and 
incongruent dyadic coping configurations in which emotion-focused hyperactivation 
coping strategies were employed.  
Couple-level attachment did not have a direct significant relationship with 
couple-level psychological maladjustment 12 months later in any of the longitudinal 
models. Couple-level attachment avoidance had a negative association with some 
coping configurations six month later. Specifically, attachment avoidance was 
negatively associated with the congruent use of dyadic constructive coping strategies, 
and incongruent coping configuration in which the caregiver used constructive 
coping and the care-recipient used deactivation coping. Couple-level attachment 
anxiety was associated with the use at six months of incongruent dyadic coping 
configurations in which the care-recipient used hyperactivation coping regardless of 
whether the caregiver used constructive or deactivation coping strategies. Couple-
level attachment avoidance was negatively associated with the incongruent dyadic 
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coping configurations in which the caregiver used hyperactivation coping strategies 
regardless of whether the care-recipient used deactivation or constructive coping.  
Congruent threatening appraisals at six months was related to psychological 
maladjustment in all the longitudinal models. None of the congruent or incongruent 
dyadic coping configurations at six months predicted psychological maladjustment at 
12 months. However, aside from these direct effects, couple-level attachment anxiety 
and avoidance were found to indirectly effect couple-level psychological 
maladjustment through various dyadic appraisal and coping configurations. In 
particular, congruent couple-level threatening appraisals at six months mediated the 
relationship between couple-level attachment avoidance and anxiety at baseline and 
psychological maladjustment 12 months later. The congruent use of couple-level 
emotion-focused deactivation coping by both members at six months mediated the 
association between couples with high attachment avoidance at baseline and their 
level of psychological maladjustment 12 months later. Five incongruent couple-level 
coping configurations mediated the association between attachment at baseline and 
psychological adjustment at 12 months. With the exception of one incongruent 
coping configuration, the caregiver adopted an emotion-focused coping strategy—
either hyperactivation or deactivation, while the care-recipient in contrast tended to 
use either constructive coping strategies, or when paired with the caregiver’s use of 
hyperactivation coping, used deactivation coping strategies.   
The next chapter will review the cross-sectional and longitudinal findings 
with respect to the study hypotheses and contrast the results with evidence about 
dyadic coping and adjustment to chronic illness and disability. The strengths and 
limitations of the current study will be discussed and implications for research and 
practice will be proposed. 
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CHAPTER 8 
Discussion 
 
Couples coping with chronic conditions is a topic of increasing importance 
given the ageing population of many developed countries including Australia 
(Australian Bureau of Statistics, 2012a), corresponding to an increase in the 
prevalence of chronic illness and disability (Australian Institute of Health & Welfare, 
2009, 2012). Spousal reliance on their relationship partner to provide much of their 
care and support (Australian Bureau of Statistics, 2003) and the risks of physical and 
psychological morbidity associated with caregiving and care-receiving (Bigatti & 
Cronan, 2002; Chentsova-Dutton et al., 2000; Ji et al., 2012; Malphurs & Cohen, 
2005; Robinson-Whelen et al., 2001; R. Schulz & Beach, 1999) highlight the 
importance of developing a better understanding of how couples cope and adjust to 
chronic conditions.   
This thesis outlined the theoretical and empirical arguments regarding the 
merit for conceptualising coping with chronic conditions as an interdependent 
phenomenon for couples (Christakis & Allison, 2006; Hoppmann et al., 2011; Ji et 
al., 2012; Malphurs & Cohen, 2005; Newsom & Schulz, 1998; R. Schulz et al., 2009; 
Zivin & Christakis, 2007). This interdependent aspect of coping with a chronic 
illness for couples requires investigations to involve a dyadic perspective and utilise 
dyadic data analytic techniques to accurately inform our understanding of dyadic 
processes.  The Developmental-Contextual Model of Couple Coping with Chronic 
Illness (DCM) (Berg & Upchurch, 2007) was used as a broad framework to 
conceptualise dyadic coping with illness and disability. Specifically dyadic coping 
theories such as the DCM facilitate the consideration of how congruent and 
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incongruent coping configurations by dyadic members shape psychological 
adjustment (Berg et al., 2007; Beveridge & Berg, 2007; Fagundes et al., 2012; 
Manne et al., 2006; Pakenham, 1998). Moreover, Transactional Stress Theory (TST) 
(R.S. Lazarus & Folkman, 1984) provided a complementary framework to the DCM 
to understand the interconnection between stress appraisal and coping. While the 
association between these concepts are acknowledged in the DCM, a comprehensive 
understanding of this association resides in TST.  
Finally, while the DCM places emphasis on proximal couple factors such as 
relationship functioning, the DCM provides little by way of a clear understanding as 
to how individual differences in relationship functioning may shape dyadic coping. 
Indeed, there exists numerous studies to date suggesting that individual differences in 
relationship functioning are systematically associated with the use of coping 
strategies (Costa & McCrae, 1986; Pai & Carr, 2010; Roesch et al., 2006; Vollrath et 
al., 1995). To this end, this thesis incorporated an attachment theory perspective 
(Bowlby, 1969/1982)—a widely studied theory of relationships and distress 
regulation—to provide an understanding of how individual differences in 
relationship functioning can shape dyadic appraisal and coping, and in turn, couple’s 
psychological adjustment to chronic illness.  
In drawing together aspects of the DCM, TST and attachment theory, this thesis 
attempted to address numerous gaps in the existing understanding of how couples 
cope and psychological adjust to situations of prolonged chronic illness. Specifically, 
this thesis investigated the relationship between couple-level attachment and couple-
level psychological adjustment as mediated by couple congruent and incongruent 
configurations of appraisal and coping. This mediational model, termed the common 
fate mediational model of chronic illness was tested cross-sectionally and 
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longitudinally utilising data over a 12 month period. Across both the cross-sectional 
and longitudinal testing of the model, couple-level functional independence was 
included as a control variable given its theoretical (Berg & Upchurch, 2007) and 
empirical (Godwin et al., 2013; Hoppmann et al., 2011; Pinquart & Sörensen, 2003) 
relevance to the amount of care required and the capacity of the couple to meet the 
care needs. The findings of this thesis provide partial support for the research 
hypotheses. 
This chapter will discuss the findings of the cross-sectional and longitudinal 
testing of the common fate mediational model of chronic illness and provide an 
interpretation of the results in relation to the stated hypotheses. First, the direct 
association between couple-level attachment and couple-level psychological 
adjustment cross-sectionally and longitudinally will be discussed. Second, the 
association between couple-level attachment and congruent and incongruent dyadic 
appraisals and coping configurations will be considered. Third, the association 
between congruent and incongruent dyadic appraisal and coping configurations and 
psychological adjustment will be presented. Fourth, the influence of couple-level 
functional status on appraisal, coping and adjustment is evaluated. In discussing the 
various associations in the model and how they relate to the relevant hypotheses, the 
results of the mediation analyses will be interpreted where appropriate. This chapter 
will also discuss the limitations of the research study and implications for future 
investigation. In conclusion, this chapter provides an overview of the key findings 
and suggestions for research and practice. 
8.1 Attachment Theory and Psychological Adjustment (Hypothesis 1) 
It was hypothesised that (1) couple-level attachment anxiety and/or avoidance 
will be positively associated with couple-level psychological maladjustment. These 
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associations were hypothesised in both the cross-sectional and the longitudinal 
assessments of the common fate mediational model of chronic illness. However, this 
hypothesis was not supported; couple-level attachment avoidance and anxiety were 
not found to have any direct significant association with couple-level psychological 
adjustment in any of the tested models.  
While the finding that attachment anxiety and avoidance were unrelated to 
psychological adjustment is not unprecedented and the strength of the association has 
indeed varied longitudinal within studies as well as between studies, the lack of an 
association is generally inconsistent with the published literature. For example, 
attachment styles have been shown to influence the emotional wellbeing and mental 
health of individuals generally; a review of more than 100 studies of attachment style 
and affective disorders by Mikulincer and Shaver (2007) demonstrate largely 
consistent links between attachment insecurity and depression and anxiety 
(Mikulincer & Shaver, 2007). Attachment anxiety and avoidance have also been 
linked to the psychological adjustment of caregivers (Braun, Mikulincer, Rydall, 
Walsh, & Rodin, 2007; Canterberry, Gillath, & Karantzas, 2012; Kuscu et al., 2009; 
Lo et al., 2010; Martire & Schulz, 2001; Monin et al., 2013; Rodin et al., 2007). For 
example, psychological symptoms were higher for older couples coping with 
Alzheimers Disease and were further exacerbated when the dyad was high on 
attachment anxiety (Monin et al., 2013). Another dementia focused study found that 
attachment security (i.e., low attachment anxiety and avoidance) was linked to fewer 
symptoms of anxiety, more positive self-concept among people with dementia, and 
better psychological health for the carer (Nelis et al., 2012).  
A key difference in the approach between the published literature and the 
current investigation was the use of common fate modelling (CFM) in the current 
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study, and as a consequence, the computation of couple-level variables to represent 
attachment anxiety, attachment avoidance and psychological adjustment. While a 
CFM approach has been suggested to be a more appropriate analytic approach than 
Actor Partner Interdependence Model (APIM) when researching dyadic phenomena 
such as chronic illness (Ledermann & Kenny, 2012), it could be that modelling 
attachment and psychological adjustment at the couple-level may attenuate this 
association. That is, when controlling for the dependence between partner scores, the 
effect size of the direct association is reduced. Thus, the current findings may reflect 
a distinction in the association between attachment and psychological adjustment 
when modelled at the couple versus the individual level. Alternatively, the modest 
sample size and estimated low power of the direct associations between the couple-
level attachment dimensions and couple-level psychological adjustment may 
contribute to the non-significant finding. Clearly further research is required to 
replicate the present findings and determine which of these two proposed 
explanations may indeed speak to the findings. 
While there was limited evidence of direct effects between couple-level 
attachment and couple-level psychological maladjustment, a number of indirect 
effects were detected with various couple-level appraisal and coping variables 
mediating attachment and psychological maladjustment cross-sectionally and 
longitudinally. These are discussed in Section 8.4.   
8.2 Attachment Theory and Congruent and Incongruent Couple-Level 
Appraisals and Coping Configurations 
It was also hypothesised that (2) a couple’s attachment anxiety and/or 
avoidance would be positively associated with couple-level congruent and 
incongruent harmful appraisal and/or threatening appraisal and negatively associated 
with couple-level congruent and incongruent benefit appraisal and/or challenging 
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appraisal. Given the weak associations between psychological maladjustment and 
couple-level challenge and benefit appraisals, and their subsequent exclusion from 
the model it is not possible to comment as to whether this component of the original 
hypothesis has been supported or not.  
8.2.1 Attachment Theory and Appraisal (Hypothesis 2) 
The hypothesis that a couple’s attachment anxiety and/or avoidance would be 
positively associated with couple-level congruent and incongruent harmful appraisal 
and/or threatening appraisal was not supported. In the current study, couple-level 
attachment anxiety and avoidance were unrelated to couple-level threatening or 
harmful appraisals in any of the congruent or incongruent models examined cross-
sectionally and longitudinally. Moreover, attachment (along with couple-level 
functional independence which was significantly associated with appraisal) 
explained a modest amount of variance in appraisal, ranging from 11% to 25% for 
baseline data. Couple-level attachment and functional independence explained a very 
small amount of variance in the appraisal variables six months later (between 8%-
11%). These results suggest that couple-level attachment insecurity was a poor 
predictor of couple-level appraisal of stress.  
While these findings are not unprecedented, they are somewhat inconsistent 
with the literature linking individuals attachment styles with their appraisals of 
stressful situations (Mikulincer & Florian, 1998; Shaver & Clark, 1994). For 
instance, it has been found that anxiously attached individuals make more frequent 
and swift appraisals of stressful events as threatening (Mikulincer & Shaver, 2007), 
exaggerate the seriousness of a situation and their distress (J. A. Feeney, 1999; Wei 
et al., 2005), and emphasise their vulnerability or inability to cope independently 
(Cassidy & Berlin, 1994; Mikulincer & Shaver, 2003). The evidence regarding the 
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appraisals by avoidantly attached individuals is less consistent, with some studies 
finding links between attachment avoidance and appraisal while others do not. This 
mixture of findings is believed to be in part because avoidant individuals present 
with inflated views of their own ability to cope effectively (Mikulincer & Shaver, 
2007). Thus, while some evidence suggests that avoidant individuals can 
successfully suppress concerns about regarding stressful situations (Mikulincer, 
Gillath, & Shaver, 2001), other evidence suggests that avoidantly attached 
individuals are more inclined to appraise situations as threatening. Therefore, the 
lack of association found between couple-level attachment avoidance and couple-
level appraisal configurations may in fact speak to the lack of associations found in 
some of the literature investigating individuals.  
However, the lack of associations between couple-level attachment anxiety 
and appraisal is harder to reconcile. On the one hand, it may be that functional 
independence is the major driver of couple’s appraisals regarding their chronic 
illness and, as such, renders individual differences in attachment (such as attachment 
anxiety) less of a pertinent variable. On the other hand, it may be that the findings are 
again a product of the CFM couple-level approach adopted in this study. That is, at 
the couple-level, associations once evidenced amongst individuals are attenuated 
when the dyad is the level of analysis. Again, these findings require replication to 
determine their robustness and to provide more insight into the reasons for these 
findings. 
8.2.2 Attachment Theory and Coping (Hypotheses 3 & 4) 
The hypothesis that a couple’s attachment anxiety will be positively 
associated with the couple’s congruent use of emotion-focused hyperactivation 
coping strategies was not supported in the current study. However, as predicted 
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attachment anxiety was found to be unrelated to the couple’s congruent use of 
emotion-focused deactivation strategies and constructive coping strategies. The 
hypothesis that the couple’s attachment avoidance will be positively associated with 
the couple’s congruent use of emotion-focused deactivation coping strategies was not 
supported in the current study. As hypothesised, attachment avoidance was unrelated 
with the couple’s congruent use of emotion-focused hyperactivation. In contrast, the 
hypothesis that couple-level attachment avoidance and couple-level congruent 
constructive coping strategies would be unrelated was not supported; instead a 
negative association between avoidance and congruent constructive coping was 
found.  
It was anticipated that couple-level attachment anxiety would be associated 
with hyperactivation coping strategies given evidence that individuals with an 
anxious attachment style tend to use more emotion-focused coping that is 
hyperactivating in nature (Mikulincer & Shaver, 2007) and thus dwell on their 
distress rather than alleviating it (Mikulincer & Florian, 1998). However, the 
association between couple-level attachment anxiety and couple-level 
hyperactivation coping, in models testing a congruent dyadic configuration (i.e., both 
couple members used hyperactivation coping) or in incongruent dyadic 
configurations (i.e., one member of the dyad used hyperactivation coping) lacked 
consistency and strength in magnitude in the current study both cross-sectionally and 
longitudinally. For example, in the cross-sectional analysis, couple-level attachment 
anxiety approached statistical significance (p=.054); a finding that is likely to be 
influenced by low levels of statistical power resulting from the small sample size. 
Furthermore, attachment anxiety was unrelated to congruent emotion-focused 
deactivation coping and constructive coping which is consistent with the 
hypothesised relationship. The association between couple-level attachment anxiety 
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and congruent hyperactivation coping was similarly absent in the longitudinal 
analysis.  
In the cross-sectional analysis, couple-level attachment anxiety was positively 
associated with two incongruent dyadic coping configurations both of which 
involved the care-recipient’s use of hyperactivated coping paired with caregiver’s 
use of either constructive coping or deactivated coping. These associations were also 
found in the longitudinal analysis; however, the direction of the relationship was 
reversed when the care-recipient used hyperactivated coping and the caregiver used 
deactivated coping. That is, attachment anxiety at T1 was positively associated with 
the contemporaneous (T1) use of this coping configuration. However, couple-level 
attachment anxiety at T1was negatively associated with this coping configuration at 
T2 (six months later).  Potentially, given the stark conceptual differences between 
deactivation coping (i.e., avoiding the problem and pretending the problem was not 
causing distress) and hyperactivation coping (i.e., the expression of anger and 
wishful thinking) this coping configuration may have been ineffective in managing 
dyadic stress over time and thus prompted the reduced use of this coping 
configuration six months later. Berant et al. (2001b) also found coping strategies 
used by mothers with anxious and avoidant attachment styles to change over a one 
year longitudinal study of caregiving for infants with congenital heart disease. For 
example, mothers with an anxious attachment style at time one (baseline) had a 
higher reliance on emotion-focused coping and lower reliance on distancing coping 
and support seeking. However, at time two (one year later), attachment anxiety 
predicted a significant increase in the use of distancing coping and support seeking. 
Mothers with an attachment avoidant style at time one had a lower reliance on 
support seeking, but also, unexpectedly distancing coping. At time two, attachment 
avoidance was associated with an increased use of emotion-focused coping.  The 
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authors suggest the failure for attachment avoidant people to use distancing coping 
may reflect depleted resources amongst these mothers to engage their usual 
deactivating coping strategies, leaving these mothers vulnerable without their typical 
defence system (Berant, Mikulincer, & Florian, 2001b). Instead, there was increased 
use of distancing coping amongst securely attached mothers in this study as the 
infants level of congenital heart disease increased in severity; a coping strategy 
considered by Berant et al. (2001b) to be an effective coping strategy that minimised 
emotional distress in a situation with limited controllability. With respect to the 
changes found in coping strategies over time, Berant and colleagues (2001) suggest 
when distress is chronic and maintained for a considerable period of time, it may be 
the case that insecurely attached individuals in particular, attempt to use coping 
strategies that they would not traditionally use. This is because the typical strategies 
implemented have repeatedly failed in yielding an outcome. To this end, atypical 
coping strategies may be used as a desperate attempt to regulate and deal with the 
situation.   
It was also anticipated that couples higher in attachment avoidance would 
adopt more deactivating coping strategies given evidence that individuals with an 
avoidant attachment style respond to stressful events with lower emotional reactivity 
and intensity (J. A. Feeney, 1999), use more distancing coping and passive 
resignation coping strategies (Turan et al., 2003), and have a low reliance on social 
support (Larose et al., 2001; Priel et al., 1998). Couple-level attachment avoidance in 
this study was not associated with congruent deactivating coping strategies—a 
finding in contrast to predictions. However, in line with hypotheses attachment 
avoidance was not associated with congruent emotion-focused hyperactivation 
coping. Although it was predicted that couple-level attachment avoidance would be 
unrelated to couple-level congruent constructive coping strategies, a significant 
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negative association was found. The association between couple-level attachment 
avoidance and congruent dyadic constructive coping (which is comprised of the 
problem solving and seeking social supports subscales) was observed in both the 
cross-sectional and longitudinal models. This result is also in keeping with evidence 
that people with attachment avoidance are passive in response to stress and as such 
are less likely to use problem-solving coping strategies (Turan et al., 2003), and have 
a low reliance on social support (Larose et al., 2001; Priel et al., 1998). As such, the 
association with constructive coping is plausible and consistent with past evidence.  
Couple-level attachment avoidance was negatively associated with three 
incongruent dyadic coping configurations in the longitudinal modelling but not in the 
cross-sectional modelling. Couple-level attachment avoidance was significantly and 
negatively associated with the incongruent dyadic coping configuration in which the 
caregiver used constructive coping and the care-recipient used deactivated coping, 
and when the caregiver used hyperactivated coping and the care-recipient used either 
constructive coping or deactivated coping. While the absence of these significant 
associations in the cross-sectional analysis is unexpected, taken at face value, the 
findings suggest that couple-level attachment avoidance is not associated with 
contemporaneous coping efforts but that attachment avoidance appears associated 
with incongruent coping configurations with the passing of time. Indeed these 
findings are consistent with the association between attachment and coping that 
differed over time and in unexpected ways by Berant et al. (2001b). In their study, 
attachment avoidance was unrelated to changes in distancing coping but an increase 
in emotion-focused coping. At the couple-level as assessed in the current study, the 
usual coping strategies employed by people high in attachment avoidance may 
decrease the care-recipient’s use of deactivation coping perhaps because the capacity 
to downplay the issue has been stripped away; though it was necessary for the 
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caregiver to engage in either constructive coping or emotion-focused hyperactivation 
coping over time.   
These results regarding the association between couple-level attachment 
anxiety and avoidance, and coping strategies suggest that both the type of coping 
style (i.e., constructive coping) and the congruence / incongruence of coping 
strategies used by partners is important.  
8.3 Congruent / Incongruent Couple-Level Appraisals and Coping 
Configurations and Psychological Adjustment 
No explicit hypotheses were made with respect to the association between 
congruent and incongruent dyadic appraisal and coping configurations and the 
couple’s psychological adjustment; however, a number of significant associations 
were observed. The association between congruent and incongruent dyadic appraisal 
and coping strategies and the couple’s mental wellbeing are now discussed.  
8.3.1 Congruent / Incongruent Appraisals and Psychological Adjustment 
In both cross-sectional and longitudinal analyses, congruent dyadic 
threatening appraisals were significantly and negatively associated with 
psychological (mal)adjustment. In contrast, in neither the cross-sectional or 
longitudinal analyses were congruent dyadic harmful appraisals associated with 
psychological (mal)adjustment. These findings suggest that it is only when both 
members of the couple believe they lack the resources to manage a stressful event 
(‘threat’) that the couple experiences more depressive, anxious and stressful 
symptoms, both at the current point in time and in the future—in this instance—six 
months into the future. Couples who both perceived themselves to have already 
experienced physical or psychological harm (‘harm’) do not have a concomitant link 
to their psychological wellbeing. 
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Associations were also observed for incongruent dyadic appraisal 
configurations—(1) the caregiver makes a threatening appraisal and the care-
recipient makes a harmful appraisal and (2) the caregiver makes a harmful appraisal 
and the care-recipient makes a threatening appraisal—and psychological 
(mal)adjustment. However, these associations were only present in the cross-
sectional analyses. Thus, regardless of which couple member made either a 
threatening or harmful appraisal, these incongruent appraisal configurations were 
associated with the couple’s contemporaneous reports of psychological wellbeing. 
The lack of an association in the longitudinal analysis, may suggest that over time, it 
is a couple’s congruent appraisal of a situation that is especially predictive of 
maladjustment—specifically congruent appraisals in which a situation is deemed 
threatening.  
These findings are consistent with a study by Gallagher and colleagues 
(2002) that found that threat appraisals were commonly elicited following diagnosis 
of breast cancer and were associated with depression (J. Gallagher et al., 2002). 
Thus, this study has found support that suggests threatening appraisals, but not 
harmful appraisals, are especially important in a couple’s psychological adjustment. 
A reason for this is that a situation appraised as threatening suggests that an 
individual (or in this instance, a couple) does not have the skills or abilities to deal 
with the situation. This form of appraisal has been linked with various dejection 
related emotions and negatively associated with self-efficacy and competence 
(Gerkensmeyer et al., 2011; McGinty, Goldenberg, & Jacobsen, 2012; Penney & 
Abbott, 2015; Peter et al., 2014)—variables which themselves map onto key 
characteristics associated with depression and anxiety in particular (e.g., 
Gerkensmeyer et al., 2011; Peter et al., 2014)—two key facets of psychological 
adjustment. Thus, threatening appraisals by couples appear to not only influence 
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contemporaneous psychological adjustment, but impact on couple adjustment well 
into the future.   
8.3.2 Congruent / Incongruent Coping Strategies and Psychological Adjustment 
Several associations were also found between congruent and incongruent 
coping configurations and psychological (mal)adjustment. However, these 
associations were found in the cross-sectional analysis only. Of the three congruent 
dyadic coping configurations—constructive coping, deactivated coping and 
hyperactivated coping—the use of hyperactivated coping by a couple was 
significantly and negatively associated with their psychological (mal)adjustment. 
Thus, couples who both employ this coping style which includes the expression of 
anger and wishful thinking, experience more depressive, anxious and stressful 
symptoms. These findings are consistent with the literature which has also associated 
wishful thinking (escape avoidance) with more depressive symptoms and poorer 
quality of life (i.e. Bigatti et al., 2012; McCabe, 2006).  
Of note, although failing to achieve statistical significance (p=.064), a 
positive association was found between congruent dyadic deactivated coping and 
psychological (mal)adjustment, suggesting that the use of deactivating strategies 
such as avoidance and cognitive distancing may have some link to psychological 
wellbeing.  While this finding in particular would require replication given it did not 
reach statistical significance, it is nonetheless interesting and requires some 
comment. The negative association between congruent deactivation coping and 
psychological maladjustment suggests that there may be instances where a couple’s 
congruent use of this strategy, such as in the case of chronic illness, is of benefit.  
Lazarus and Folkman (1985) avoided labelling a particular coping strategy as 
adaptive or maladaptive as the features of the person-environment determined what 
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would be an effective approach to managing the experience of stress (Folkman & 
Lazarus, 1985). As a case in point, deactivating strategies have been used effectively 
in situations with limited controllability by securely attached mothers of children 
with congenital heart defects (Berant et al., 2001a), with distancing coping 
subsequently shown to predict mental health improvements one year later (Berant et 
al., 2001b).  
Two incongruent dyadic coping configurations were found to have significant 
and positive association with psychological (mal)adjustment, and a further coping 
configuration had a marginal significant negative association with psychological 
(mal)adjustment. Specifically, psychological maladjustment increased as a function 
of couples’ endorsement of an incongruent coping configuration in which the 
caregiver used constructive coping and the care-recipient used deactivated coping, 
and when the care-recipient used constructive coping in combination with the 
caregiver’s use of either hyperactivated coping and or deactivated coping.  
In each of these coping configurations, one member of the couple used 
constructive coping strategies; that is, they were engaged in active problem solving 
as well as seeking the support of others. Yet when this strategy was paired with a 
caregiver using hyperactivated coping (i.e., expressed anger and wishful thinking 
about a problem), the psychological wellbeing of the couple suffered. In contrast, the 
pairing of constructive coping with deactivated coping (i.e., avoidance and cognitive 
distancing) elicited different psychological adjustment outcomes depending on which 
member of the couple—the caregiver or the care-recipient—used which of the two 
coping strategies. Specifically, when the caregiver used constructive coping 
strategies and the care-recipient used deactivated coping strategies, dyadic coping 
was positively associated with psychological (mal)adjustment. When the caregiver 
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used deactivated coping strategies and the care-recipient used constructive coping 
strategies, dyadic coping was negatively associated with psychological 
(mal)adjustment.  
This study, therefore, contributes important insight into the 
congruent/incongruent approach to coping. Constructive coping, as measured in the 
currently study, includes problem solving and seeking social support subscales, and 
thus aligns with the ‘collaborative coping’ construct described by the DCM where 
the issue is perceived as a joint issue and problem solving and social support is 
initiated by both partners (Berg & Upchurch, 2007). Of the four types of coping 
discussed in the DCM—uninvolved, supportive, collaborative, and controlling—
collaborative coping is as the most effective coping strategy that enhances the 
wellbeing of the couple (Berg, Wiebe, et al., 2008; Bodenmann, 1997; Coyne & 
Smith, 1994; Hagedoorn et al., 2000; Kuijer et al., 2000; Manne et al., 2006). While 
congruent collaborative coping has been associated with better psychological 
adjustment for couple’s coping with chronic conditions (Badr et al., 2010; Berg, 
Schindler, et al., 2008; Berg et al., 2007; Berg, Wiebe, et al., 2008; Schindler et al., 
2010), as was discussed in Chapter 3 of this thesis, the adjustment of one spouse can 
be negatively affected if they do not perceive the situation as stressful or seek to use 
collaborative coping styles (Berg et al., 2007; Beveridge & Berg, 2007).  This was 
demonstrated in a study of patients and their partners with early stage breast cancer 
(Manne et al., 2006). In this study, the use of mutual constructive communication, 
which is conceptually similar to collaborative / constructive coping, was associated 
with less distress and more relationship satisfaction at a nine month follow-up. 
However, one partner’s need to discuss the illness and the other partner’s desire to 
avoid such discussions, was associated with high distress and low relationship 
satisfaction.  
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Berg and Upchurch (2007) proposed that collaborative coping could be an 
emotional contagion (i.e., a trigger for increased stress) for the other member of the 
couple if they do not perceive the situation to require collaborative coping efforts. In 
the current study, poorer psychological adjustment eventuated only when the 
caregiver was engaged in constructive coping and the care-recipient used deactivated 
coping. In this circumstance, the care-recipient was potentially not yet ready to 
acknowledge the caregiving demands associated with their chronic condition. As a 
result, having one couple member attempting to deal with an issue, while another is 
not doing the same appears to compromise the psychological wellbeing of both 
couple members. The caregiver may experience symptoms of depression, anxiety 
and stress because they lament their partner not engaging in constructive attempts to 
deal with the illness. In contrast, the care-recipient may experience symptoms of 
psychological maladjustment as they feel anxiety, worry or stress as a function of 
their partner attempting to deal with the situation when they themselves do not wish 
to do so. That is, the partner attempting to engage in a constructive approach to the 
chronic illness only exacerbates the issues, worries and concerns that the other 
partner is trying to suppress.  
These findings while not directly related, speak in part to the findings 
pertaining to social support. In a number of these studies, the provision of social 
support by one’s partner has been found to paradoxically increase another partner’s 
negative affect (Bolger & Amarel, 2007; Bolger, Zuckerman, & Kessler, 2000; 
Matire, Stephens, Druley, & Wojno, 2002; Nurullah, 2012). Various explanations for 
these findings have been proposed, but those that have received the most support 
suggest that provision of support can heighten the stress and concerns experienced by 
the care-recipient, and as such, impact on their wellbeing even though the aim of the 
care is to enhance wellbeing (Cutrona, 2012). Having said this, psychological 
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adjustment was enhanced when the incongruent coping involved the caregiver 
engaged in deactivated coping and the care-recipient engaged in constructive coping. 
Potentially, as long as the care needs of the care-recipient were being met, then the 
caregiver’s use of deactivation coping may have been an attempt to minimise or 
suppress the stress of caregiving.  This combined with the care-recipient’s use of 
constructive coping may have yielded positive outcomes regarding psychological 
adjustment as the care-recipient felt they were being constructive without perceiving 
the carer as distressed by the event. This finding may also be consistent with 
explanations regarding emotional wellbeing and social support. That is, if the carer 
actively suppresses distress, and this approach minimises the exacerbation of stress 
or concern in the care-recipient, then the couple may perceive a more positive 
psychological state in dealing with the illness. While this is a plausible explanation, it 
is largely speculative, and more information about the provision of caregiving and 
cognitions regarding each couple member’s perceptions of the other’s coping 
responses would be needed to explore this possibility further. 
In summary, both congruent and incongruent forms of dyadic coping were 
associated with psychological adjustment. Congruent dyadic hyperactivated coping 
was related to poor psychological wellbeing. On the other hand, congruent dyadic 
deactivation coping was associated with enhanced psychological adjustment; 
however this association failed to reach statistical significance. Importantly, an 
incongruent coping configuration in one direction (i.e., the caregiver uses 
constructive coping and the care-recipient uses deactivated coping) was linked to 
poorer psychological adjustment, while the reverse of this combination (i.e., the 
caregiver uses deactivated coping and the care-recipient uses constructive coping) 
was linked to better psychological adjustment. These findings are interesting and add 
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yet another level of complexity to unravelling the effects of coping configurations for 
couples dealing with chronic illness.  
8.4 Effects mediating the association between attachment and psychological 
maladjustment 
Having discussed the hypotheses pertaining to the direct paths, attention is 
now turned to discussing the role of dyadic appraisal and coping mediating the 
association between attachment and adjustment.  Specifically, the association 
between couple-level attachment anxiety and couple-level psychological 
maladjustment was mediated by dyadic appraisal in the longitudinal models only. In 
these models, congruent couple-level threatening appraisals and the incongruent 
appraisal configuration in which the caregiver made a threatening appraisal and the 
care-recipient made a harmful appraisal mediated the association between anxious 
attachment at baseline and psychological maladjustmentover time. Several 
contemporaneous indirect effects for coping strategy configurations were found for 
attachment anxiety and psychological maladjustment in the cross-sectional model. 
Specially, couple-level attachment anxiety and couple-level psychological 
maladjustment were mediated by couple’s congruent use of hyperactivation coping, 
and two incongruent coping configurations in which the care-recipient used 
constructive coping and the caregiver used either emotion-focused hyperactivation 
coping or emotion-focused deactivation coping. 
The association between couple-level attachment avoidance and couple-level 
psychological maladjustment was mediated by various couple-level appraisal and 
coping variables cross-sectionally and longitudinally. Contemporaneous appraisals in 
which the caregiver made a harmful appraisal and the care-recipient made a 
threatening appraisal mediated the relationship between avoidance and psychological 
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maladjustment. Longitudinally, this relationship was mediated by congruent couple-
level threatening appraisals. With respect to coping strategies, the couple’s congruent 
use of constructive coping mediated couple-level attachment avoidance and 
psychological maladjustment in the cross-sectional analysis. In contrast, it was 
congruent emotional-focused deactivation coping that mediated the relationship 
between attachment avoidance at baseline and long term psychological 
maladjustment.  In both cross-sectional and longitudinal models, an indirect effect 
for the incongruent coping configuration in which the caregiver used constructive 
coping and the care-recipient used emotion-focused deactivation coping was found.  
These results suggest that couple-level attachment styles have limited indirect 
effects on couple-level psychological maladjustment from a contemporaneous 
perspective with one exception; the incongruent appraisal configuration in which the 
caregiver made a harmful appraisal and care-recipient made a threatening appraisal 
mediated attachment avoidance and psychological maladjustment. More generally, 
these attachment styles influenced long term psychological maladjustment via the 
interim appraisals. Specifically, congruent couple-level threat appraisals mediated 
the relationship for both attachment dimensions, while the incongruent appraisal 
configuration in which the caregiver made a threatening appraisal and care-recipient 
made a harmful appraisal mediated attachment anxiety and psychological 
maladjustment. These findings suggest that people with insecure attachment are more 
likely to have poor long term wellbeing as influenced by their interim appraisal of 
threats to the couple’s wellbeing. 
Attachment anxiety had indirect effects on psychological maladjustment via 
contemporaneous coping strategies only. Specially, congruent hyperactivated coping 
mediated the relationship between attachment anxiety and psychological 
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maladjustment. In relation to the role of incongruent coping configurations, 
mediation was evident between attachment anxiety and maladjustment when the 
care-recipient employed a constructive coping style while the caregiver used either 
emotion-focused hyperactivation or deactivation coping styles.  In contrast, only 
congruent couple-level constructive coping mediated the relationship between 
attachment avoidance and psychological maladjustment. The use of deactivated 
coping at six months instead mediated the longitudinal association between 
avoidance and adjustment; this was true for both congruent couple-level deactivated 
coping and the incongruent coping configuration in which the caregiver used 
constructive coping and the care-recipient used deactivated coping. The implications 
of this research include the importance of understanding the association between 
attachment styles and psychological maladjustment for appraisal and coping 
strategies used at baseline and subsequently. As a new area of enquiry, these results 
require replication.  
8.5 Functional Status in the Cross-sectional and Longitudinal Models 
The couple’s health and functional status was incorporated into the model as 
a covariate given its theoretical (Berg & Upchurch, 2007) and empirical (Godwin et 
al., 2013; Hoppmann et al., 2011; Pinquart & Sörensen, 2003) relevance to the 
couples coping with chronic illness. Functional status was measured in the current 
study using the Activities of Daily Living (IADL) (Lawton, 1972) and the Physical 
Self-Maintenance Scale (PSMS) (Lawton & Brody, 1969) with the combined scores 
reflecting couple-level functional independence with higher scores indicating greater 
couple-level independence. The cross-sectional and longitudinal mediational models 
were further examined to assess the associations between couple-level functional 
independence and couple-level psychological adjustment, as mediated by congruent 
and incongruent dyadic appraisal and coping configurations.  
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This study found that functional independence was significantly and 
negatively associated with both congruent and incongruent dyadic threatening and 
harmful appraisals in the cross-sectional analysis. Couple-level functional 
independence was negatively associated with couple congruent perceptions of the 
situation as being threatening, harmful, and incongruent perceptions where one 
member of the couple appraised the situation as threatening while the other appraised 
it as harmful. Of note, the relationship between functional independence and 
appraisals were only sustained in the longitudinal analysis for congruent dyadic 
harmful appraisal, and the incongruent dyadic appraisal configuration in which the 
caregiver made a harmful appraisal and the care-recipient made a threatening 
appraisal. 
Lazarus and Folkman (1985) proposed that a harmful appraisal is made when 
people perceive themselves to have already experienced physical or psychological 
damage. A harmful appraisal would seem plausible in circumstances where 
functional decline has been experienced and reflects the association between these 
variables observed in the current study. The experience of functional decline may 
also provoke thoughts of future subsequent declines in health. The potential for 
declining independence could prompt a threatening appraisal if the couple believes 
they lack the resources to manage the threat; a potential explanation for the 
association between functional status and threatening appraisals in the current study. 
More broadly, the association between declining functional status and appraisal of 
harm and threat that was found is consistent with the literature. Studies of people 
affected by health events reveal a negative association between health status and 
perceived stress (De Sepulveda & Chang, 1994; J. Gallagher et al., 2002; V.S. 
Helgeson et al., 2004; Lu et al., 2012).  
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Functional status was additionally associated with each of the congruent 
dyadic coping configurations—constructive coping, deactivated coping and 
hyperactivated coping—in the cross-sectional model, and all except one of the 
incongruent dyadic coping configurations.  The only incongruent coping 
configuration that was not significantly associated with functional independence 
involved the caregiver’s use of deactivated coping and the care-recipient’s use of 
constructive coping. Furthermore, with one exception, functional independence was 
negatively associated with the coping configurations. These findings suggest that as 
the functional independence of couples decline and they require more assistance with 
daily living, couples employ various coping strategies. This finding is consistent with 
the seminal research by Lazarus and Folkman who found in a variety of studies that 
people employ multiple and diverse coping strategies at any one time (Folkman & 
Lazarus, 1985).  In the study of students undergoing their college exams, students 
employed both problem and emotion focused coping strategies at each time point 
before the exam (Folkman & Lazarus, 1985). On average, students employed 
between six and seven of the eight coping styles assessed (Folkman & Lazarus, 
1985).   
In contrast, the incongruent dyadic coping configuration in which the 
caregiver used constructive coping and the care-recipient used deactivated coping 
was positively associated with functional independence. It was noted earlier that this 
particular coping configuration was also positively associated with psychological 
(mal)adjustment. Perhaps this effect reflects the varied impact a chronic condition 
can have on a person’s functionality. Specifically, the symptoms and treatment of 
some chronic conditions can yield substantial negative impact on their capacity to 
attend to activities of daily living. On the other hand, a chronic condition may have 
few management requirements (i.e., is controlled through medication) and few 
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impacts on the individual’s functionality. In this latter scenario, though the person 
may have a chronic health condition, they may regard themselves as quite 
independent and not in need of assistance from a spousal caregiver, and as such 
influence the coping strategies they employ. Specifically, they may be more likely to 
use emotion-focused deactivating coping strategies through which the presence of 
the chronic condition or the need for assistance from a caregiver is diminished. This 
is one possible explanation for why high couple-level functional independence was 
positively associated with a care-recipient’s use of avoidant or distancing coping 
strategies, and in the presence of constructive coping attempts by the caregiver, the 
couple’s psychological wellbeing is negatively impacted. This is an area worthy of 
future investigation in which a more detailed assessment of the impact of the illness, 
including the care-recipient’s perception of a chronic condition and their need for 
caregiving, could be contrasting to couple-level appraisal, coping strategies and 
psychological adjustment.  
Couple-level functional status was also predictive of congruent 
hyperactivated coping strategies six months later, as were the incongruent dyadic 
coping configurations. These incongruent dyadic coping configurations included the 
caregiver’s use of hyperactivated coping and the care-recipient’s use of either 
deactivated coping or constructive coping strategies, as well as the configuration in 
which the caregiver used constructive coping and the care-recipient used 
hyperactivated coping.  
Couple-level functional independence was negatively associated with 
psychological (mal)adjustment in each of the cross-sectional and longitudinal 
models. Ownsworth and colleagues (2010) found that the care-recipient’s functional 
status was associated with the psychological wellbeing of caregivers (Ownsworth et 
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al., 2010). The care requirements that arise from problem behaviours of the care 
recipient have also been linked to caregiver stress and burden (Pinquart & Sörensen, 
2004; Savundranayagam et al., 2011). Ponto and colleagues (2010) found 
performance status (i.e., the level of normal activity that could be achieved without 
restriction arising from symptoms) to be a significant predictor in psychological 
adjustment among women with recurrent ovarian cancer. The current study adds and 
extends on this existing literature by demonstrating that links between functional 
status and wellbeing appear to be relevant at the couple level as well as that for any 
given individual in a caregiving relationship. The significant association of the 
couple’s ability to complete activities of daily living without requiring assistance 
suggests this dyadic perspective of functional status is particularly pertinent to how 
couples appraise the situation, choose coping efforts, and their psychological 
wellbeing overall.  The findings emphasise the importance of monitoring couple-
level functional status as changes to health should trigger reassessment and care. 
 
8.6 Research Limitations, Strengths and Future Directions 
This study has focused on the wellbeing of older spousal couples coping with 
chronic illness; an understudied cohort of people who are at risk of physical and 
mental health consequences (Bigatti & Cronan, 2002; Chentsova-Dutton et al., 2000; 
Ji et al., 2012; Malphurs & Cohen, 2005; Robinson-Whelen et al., 2001; R. Schulz & 
Beach, 1999). What research evidence is available regarding research on caregiving, 
coping and chronic illness often considers the caregiver’s experience in isolation 
ignoring the care-recipient and/or the interpersonal dynamics that can shape a 
couple’s coping with a chronic condition (Berg & Upchurch, 2007). Moreover, some 
studies that attempt to engage in dyadic studies of couples dealing with chronic 
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illness employ statistical techniques inappropriate for dyadic data (Krasikova & 
Lebreton, 2012; Ledermann & Kenny, 2012), nor do they examine coping processes 
and its links with adjustment over time. To this end, this study has a number of 
strengths. However, there are several limitations with the current study that need to 
be acknowledged to determine the applicability of the study findings to the fields of 
chronic illness and ageing more broadly. 
The sample size in the current study was modest despite best efforts to recruit 
a larger sample size. While the analyses conducted were appropriate for the sample 
and in answering the research hypotheses, a number of effects in the tested models 
were weak and thus the power of these estimates were low, especially with respect to 
the longitudinal analysis. The difficulty to recruit and retain study participants was 
made a more challenging task because both members of a dyad needed to agree to 
participate in the study and continue with the study over the 12 month follow up 
period. A total of 150 individuals or 75 couples agreed to participate in the study, and 
complete data at time one was achieved for 89% or 67 couples. However, reasons 
that prompted the withdrawal of one person from the study would result in the ‘unit’ 
(the dyad) needing to be withdrawn. Thus, due to the morbidity or death of one 
member of the couple, inadequate attention or interest in completing the study 
questionnaire leading to excessive missing data, or due to a lack of interest or 
ongoing commitment to the study, retention after 12 months of monitoring was less 
than desired (65%). A larger sample would have likely resulted in effects that were 
more robust across both cross-sectional and longitudinal models and would have 
enhanced the power of a number of effects. Having said this, studies conducted using 
path analysis and SEM more generally often do not report power—a criticism made 
by psychometricians (Jackson, 2001, 2003). In this study, power was explicitly and 
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systematically tested across all paths for all models, providing a comprehensive 
assessment of power that addresses past criticisms. 
The current study included couples with any disease of long duration and 
generally slow progression (World Health Organisation, 2011) and was considered to 
be any condition expected to last for 3 months or more (National Health Council, 
2011). Conditions could include medical illnesses or disabilities. A broad range of 
conditions were ultimately reported by participants. This approach to the sample 
recruitment broadened the generalisability of the study and, therefore, the 
applicability of the study findings to older couples managing any type of chronic 
illness or a disability. However, due to the heterogeneity of aetiology or disability, 
additional investigation of differences across the aetiologies was not possible due to 
the small sample. With a larger sample, differences by aetiology with respect to the 
relative level of wellbeing of the couples, and also similarities and differences in the 
role of appraisal and coping in mediating the association between attachment and 
psychological adjustment, remains an opportunity worthy of further exploration.  
A convenience sampling approach was employed in the current study. 
Several large associations and services facilitated recruitment while informal 
networks were also mobilised. As a result of this approach to recruitment, the 
external validity of the sample to a broad population of older Australian couples 
living with a chronic condition cannot be assumed. Moreover, the representativeness 
of the sample cannot be appraised given the absence of appropriate benchmarked 
data about dyads nationally; an area that warrants further exploration.  While the 
eligibility criteria were broad, thus enhancing the external validity, there were some 
notable exceptions including people who have a cognitive impairment and same-sex 
couples for whom these results cannot be assumed to be representative.  
190 
 
 
A strength of the current study was the inclusion of an assessment of adult 
attachment, a measure of individual differences in relationship functioning that 
provided further insight into the unresolved area of trait-based and state-based 
contributions to stress and coping. As a widely studied theory of relationships and 
distress regulation, attachment theory (Bowlby, 1969/1982) was an appropriate 
conceptualisation of individual differences in a study examining dyadic coping with 
chronic conditions.  
However, the number of constructs that could be measured in the current 
study, which may have been important within the context of chronic illness, were not 
in order to minimise over-burdening participants. Constructs that would have been a 
valuable contextual variable in the current study include the caregiving and care 
receiving as well as the amount of time associated with the provision of care 
(Pinquart & Sörensen, 2003). Future research may choose to include such measures, 
while being mindful of not taxing participants.  
A strength of the current investigation was the use of a dyadic analytic 
approach, and specifically the use of common fate modelling (CFM) to analyse the 
couple data. Ledermann and Kenny (2012) have argued that the Actor Partner 
Independent Modelling (APIM) approach, though a commonly used analytic 
technique for dyadic data, may not be the most appropriate method for some dyadic 
phenomena. When the phenomena of interest impacts the couple as a whole, such as 
a chronic illness, or is best represented additively rather than decomposed into actor 
and partner effects, a CFM would be a more appropriate analytic approach than 
APIM (Ledermann & Kenny, 2012). Preliminary analyses undertaken in this study 
using an APIM confirmed that this approach was not able to discriminate between 
actor and partner effects. Indeed, regression coefficients highlighted a degree of 
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invariance between actor and partner effects. CFM circumvented the complexity of 
the APIM and provided a more parsimonious estimation of effects. While this study 
was able to explain a high degree of variance in the couple-level psychological 
adjustment variable, specific associations between dyad members who differed on 
particular variables may have been diluted in a couple-level approach to the analysis, 
thus potentially negating the effects of extreme differences amongst couples in the 
sample. Additionally, measurement of “individual variables” (i.e., the individual’s 
feelings) provided scope to consider both APIM and CFM applications, with 
variables in the CFM analysis generated by aggregating individual scores to 
represent an observed couple variable. The initial measurement of a ‘couple-based’ 
variable would have impacted the opportunity to explore congruence and 
incongruence in the models with specific reference to the type of appraisal and  
coping styles used. Ultimately this approach revealed important differences about the 
type of the styles that were congruent and incongruent. The approach to individual or 
couple variable measurement, however, warrants further examination as an important 
methodological issue for future dyadic investigations.  With a larger sample of 
dyadic data, examination of individual and interpersonal associations between the 
variables included in the models by contrasting APIM and CFM approaches may 
provide important insight as to the nature of the relationship between these variables. 
 
8.7 Implications 
As Australia’s population ages (Australian Bureau of Statistics, 2012a), there 
is an expectation that spousal informal carers will provide informal care to sustain 
independent living and the health and wellbeing of their partners (Cash et al., 2013). 
Providing care can be an enriching experience that enhances the relationship one has 
with the care-recipient (Li & Loke, 2013), as well as provide personal growth, 
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accomplishment (Buchanan & Huang, 2012; Li & Loke, 2013) and personal and life 
satisfaction (Buchanan & Huang, 2012; Li & Loke, 2013; Rodrigue et al., 2010). 
However, the negative physical and mental health consequences of being a caregiver 
have been well documented (Bigatti & Cronan, 2002; Chentsova-Dutton et al., 2000; 
Ji et al., 2012; Malphurs & Cohen, 2005; Robinson-Whelen et al., 2001; R. Schulz & 
Beach, 1999). These effects are compounded by the fact that many of these carers 
also have long-term health conditions (Australian Bureau of Statistics, 2012b). The 
wellbeing of both members of the couple is equally important if the quality of life of 
the couple is to be optimised and if they are to live in their own home for as long as 
possible, thus avoiding the need for and community cost associated with residential 
care.  
A relational understanding of dyadic coping with chronic health conditions 
and disabilities was proposed in the current study, underpinned by a dyadic 
conceptualisation of stress and coping. The mediational models, therefore, 
considered the extent to which couple’s congruent and incongruent appraisal and 
couple’s congruent and incongruent coping strategies mediated the associations 
between couple attachment and couple psychological adjustment both cross-
sectionally and longitudinally. The mediational models, which included a measure of 
functional status as a covariate, provided an excellent fit to the data and was 
successful at explaining a large proportion of variance in couple-level psychological 
adjustment cross-sectionally (55%-58% variance) as well as 12 months later (43%-
46% variance). Thus, a couple-level perspective of coping with chronic conditions 
can be regarded as an appropriate method for capturing the variance associated with 
couple’s psychological adjustment in coping with chronic illness.  
193 
 
 
These findings reinforce the importance of conceptualising the impact of 
chronic illness and disability among older couples as an interdependent process in 
both research and practice (Kouros & Cummings, 2010; Olsen Roper & Yorgason, 
2009; Pruchno et al., 2009; Schokker et al., 2010; Windsor et al., 2009). As such 
changes in health, coping or wellbeing for one member of the dyad can have 
corresponding changes for their partner and should prompt reassessment and 
monitoring for both couple members. Further, efforts to improve quality of life for 
these couples should incorporate a dyadic approach to optimise the benefits.  
The healthcare system is currently structured according to the care needs of 
an individual and given the mounting aged and chronic illness priorities being faced 
in Australia and many other parts of the world (Australian Institute of Health & 
Welfare, 2009, 2012), the capacity for a model of care that accommodates dyadic 
coping with chronic illness warrants development and evaluation. Such a model of 
care would shift current patient-centred paradigms of care, to a model of care in 
which the couple, if not the family, is the primary unit of focus. While such a model 
of care would need to ensure individual patient rights are not undermined (Victorian 
Government, 2010), that healthcare professionals continue to operate within and are 
protected by their established scope of practice, and healthcare funding arrangements 
enable flexible care for couple members, there is an opportunity to approach care 
more effectively and efficiently, and to ensure older people can be sustained 
independently in the community with an enhanced quality of life.  
The lack of benchmark data against which the sample in the current study 
could be profiled highlights the absence of a large longitudinal monitor of older 
Australian couples. At present, Australian longitudinal studies focus exclusively on 
women (e.g., The Australian Longitudinal Study on Women’s Health), men (e.g., 
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Ten to Men), or include both sexes, and indeed some couples, however the 
recruitment of dyads is not a primary objective (e.g., The Australian Longitudinal 
Study on Ageing: ALSA). As such, the representativeness of the couple’s included in 
these databases to the broader Australian population is undermined. In addition to 
longitudinal quantitative monitoring of the health and wellbeing of older Australian 
couples, there is scope for a longitudinal qualitative exploration of how couple’s 
appraise their respective roles as romantic partners and caregiver or care-recipient as 
the current study highlighted that these roles changed over time and are not always 
mutually exclusive.  
This study has reaffirmed that how a couple appraises the situation and the 
coping strategies they employ are relevant to their subsequent psychological 
adjustment. In particular when a couple believes that they do not have the resources 
to cope with a situation (‘threatening appraisal’), psychological adjustment was 
poorer. This effect was magnified when both couple members made a threatening 
appraisal. Similarly, when hyperactivated coping strategies such as the expression of 
anger or wishful thinking was used by both members of the couple, psychological 
adjustment of the couple was poorer. Thus, the appraisal and coping efforts of 
couples can therefore facilitate predictions about the couple’s wellbeing. In 
particular, threatening appraisals and congruent hyperactivated coping efforts, should 
highlight the need for support from the health and social services that are involved in 
the care of one or both members of the couple. 
While attachment styles did influence coping strategies in the current study, 
generally the direct influence of attachment anxiety and avoidance on appraisal and 
psychological adjustment was less than anticipated. Instead, the relationship between 
attachment and psychological maladjustment was mediated by dyadic appraisal and 
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coping with effects evident in both cross-sectional and longitudinal models. This 
raises an important implication for health professionals and social workers in the area 
of aged care. Specifically, these mediation findings suggest that attachment issues 
may need to be considered alongside couple appraisal and coping processes in 
helping couples deal more effectively with the challenges of chronic illness. That is, 
it may not be enough to work on helping couples arrive at more effective coping 
configurations or ways of appraising chronic illness. It may be that health 
professionals may need to help couples deal with their attachment insecurities, 
especially during periods of distress such as chronic illness. Therapeutic work in 
relation to attachment may assist in making gains in helping couples cope more 
effectively. 
Functional independence of the couple, a concept included given theoretical 
and empirical associations with couple appraisal and coping (Godwin et al., 2013; 
Hoppmann et al., 2011; Pinquart & Sörensen, 2003), exerted considerable direct and 
indirect influence on appraisal, coping styles and psychological adjustment. These 
findings highlight the importance of considering the couple’s health in how couples 
cope with chronic illness.  
8.8 Conclusions 
In this thesis, a mediational model of older couples coping with chronic 
illness and disability was proposed. The research model was founded on the dyadic 
appraisal and coping conceptualisation proposed in the Developmental-Contextual 
Model of Couple Coping with Chronic Illness (DCM) (Berg & Upchurch, 2007) and 
strengthened by evidence about appraisal and coping processes by the Transactional 
Stress Theory (TST) (R.S. Lazarus & Folkman, 1984). The research model also 
integrated an important measure of individual differences through the inclusion of 
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attachment styles  (Main, 1990; Mikulincer & Shaver, 2007)  as proposed by 
attachment theory (Bowlby, 1969/1982). This study aimed to determine the extent to 
which couple’s congruent and incongruent appraisal and couple’s congruent and 
incongruent coping strategies mediated the associations between couple attachment 
and couple psychological adjustment.  
The testing of the mediation model provided support for a dyadic 
conceptualisation of how older couples cope with chronic conditions. Furthermore, 
how couples appraise a stressful situation, which coping strategies they employ, their 
functional independence, and indirect effects of couple-level attachment style, are 
factors that appear to influence their psychological adjustment. Approaches to aged 
care and chronic illness management that accommodate a dyadic perspective are 
required if more effective and more efficient care is to be provided to this very 
important but vulnerable cohort of people.  
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APPENDIX A 
Participant Demographic and Health Information 
 
 
 
DEMOGRAPHIC INFORMATION  
Please fill in the following details about yourself in the questions below by ticking the 
appropriate response or writing the answer in the space provided.  
1 Country of birth (please tick) 1 Australia 2 Other (please specify 
below) 
     _________________________  
2 Do you have a healthcare card? (please tick) 1 Yes 2 No 
3 How long have you been in a relationship with your partner? _______ (years) 
4 Are you married to your partner? (please tick) 1 Yes 2 No (go 
to Q6) 
5 IF YES, how long have you been married? __________ (years) 
 
YOUR HEALTH  
6 Have you been diagnosed with a chronic illness or have a 
disability  (please tick) 1 Yes 2 No (go 
to Q9) 
7. IF YES, what is the condition  ____________________________________  
9. Please indicate any other major health diagnoses / conditions/ illnesses or 
disabilities you presently have 
a.  ____________________________  e.   ______________________________  
b.  ____________________________  f.  _______________________________  
c.  ____________________________  g.  _______________________________  
d.  ____________________________  h.  _______________________________  
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10 Do either you or your partner currently use respite care services 
 1 No 
 2 Yes – my partner uses respite care services 
 3 Yes – I use respite care services 
 4 Yes – both my partner and I use respite care services 
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APPENDIX B 
Physical and Functional Independence  
 
ABOUT YOUR FUNCTIONAL STATUS (IADL & PSMS) 
Here are some activities of daily living, things that we all need to do as part of our 
daily lives. Please indicate along the three point scale, how able you are in 
performing the following activities. 
1.  Can you use the telephone 
 2 Without help, including looking up numbers and dialling 
 1 With some help (can answer or dial operator in an emergency, but need a special phone or help in getting the number or dialling) 
 0 Completely unable to use the telephone 
 
2.  Can you get to places out of walking distance 
 2 Without help (can travel alone on buses, taxis or drive own car) 
 1 With some help (need someone to help or accompany me when travelling) 
 0 Unable to travel unless emergency arrangements are made for a specialised vehicle like an ambulance 
 
3.  Can you go shopping for groceries or clothes (assuming you have some 
form of transportation) 
 2 Without help (take care of all shopping needs, assuming transportation) 
 1 With some help (need someone to help you on all shopping trips) 
 0 Completely unable to do any shopping 
 
4.  Can you prepare your own meals 
 2 Without help (plan and cook full meals) 
 1 With some help (can prepare some things but unable to cook full meals) 
 0 Completely unable to prepare any meals 
 
5.  Can you perform housework 
 2 Without help (can scrub floors, etc.) 
 1 With some help (can do light housework but needs help with heavy work) 
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 0 Completely unable to perform any housework 
 
6.  Can you take your own medicine 
 2 Without help (in the right doses at the right time) 
 1 With some help (able to take medicine if someone prepares it for me and/or reminds me to take it) 
 0 Completely unable to take medication  
 
7.  Can you handle your own finances 
 2 Without help (write cheques, pay bill, etc.) 
 1 With some help (can manage day to day buying but need help with managing the cheque book and paying bills) 
 0 Completely unable to handle money 
 
8.  Can you do your own laundry 
 2 Without help (wash and dry clothes, able to hang and take off line or take in and out of dryer.) 
 1 With some help (can launder small items such as socks, underwear by myself but require help with heavy load) 
 0 Completely unable to do laundry (must be done by others) 
 
9.  Can you eat 
 2 Without help (able to feed myself completely) 
 1 With some help (help with cutting up of food etc.) 
 0 Completely unable to feed myself  
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10.  Can you dress and undress yourself 
 2 Without help (able to pick out clothes, dress and undress self) 
 1 With some help 
 0 Completely unable to dress and undress myself 
 
11.  Can you take care of your own appearance e.g. combing hair and (for 
men) shaving... 
 2 Without help 
 1 With some help 
 0 Completely unable to maintain appearance 
 
12.  Can you walk 
 2 Without help (except from a cane if required) 
 1 With some help from a person or use of a walker or crutches 
 0 Completely unable to walk  
 
13.  Can you go to the toilet 
 2 Without help or aids 
 1 With some help either from a person or aid of some device  
 0 Totally dependent on someone to toilet me 
 
14.  Can you take a bath or shower 
 2 Without help 
 1 With some help (need help getting in and out of the tub, or need special arrangements in the tub or shower) 
 0 Completely unable to bathe myself 
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APPENDIX C 
Attachment Style 
 
RELATIONSHIPS QUESTIONNAIRE (ECR-short form) 
The following statements concern how you generally feel in close relationships (e.g. with 
romantic partners, close friends, or family members). Respond to each statement by indicating 
how much you agree or disagree with it. Circle the most appropriate number using the rating 
scale provided. 
 1 
Disagree 
strongly 
2 
Disagree 
3 
Disagree 
slightly 
4 
Neutral
/mixed 
5 
Agree 
slightly 
6 
Agree 
7 
Agree 
strongly 
It helps to turn to my 
romantic partner in times of 
need 
1 2 3 4 5 6 7 
I need a lot of reassurance 
that I am loved by my partner 
1 2 3 4 5 6 7 
I want to get close to my 
partner, but I keep pulling 
back 
1 2 3 4 5 6 7 
I find that my partner doesn’t 
want to get as close as I 
would like. 
1 2 3 4 5 6 7 
I turn to my partner for many 
things, including comfort and 
reassurance 
1 2 3 4 5 6 7 
My desire to be very close 
sometimes scares people 
away 
1 2 3 4 5 6 7 
I try to avoid getting too close 
to my partner 
1 2 3 4 5 6 7 
I do not often worry about 
being abandoned 
1 2 3 4 5 6 7 
I usually discuss my 
problems and concerns with 
my partner 
1 2 3 4 5 6 7 
I get frustrated if romantic 
partners are not available 
when I need them 
1 2 3 4 5 6 7 
I am nervous when partners 
get too close to me 
1 2 3 4 5 6 7 
I worry that romantic partners 
won’t care about me as 
much as I care about them 
1 2 3 4 5 6 7 
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APPENDIX D 
Appraisal Responses  
STRESS QUESTIONNAIRE 
Please indicate the extent to which you have felt each of the following emotions by circling 
the most appropriate number on the scale next to each emotion.  
The questions in this scale ask you about your feelings and thoughts during the last 
month. Please indicate by circling how often you felt or thought a certain way. 
 ‘0’ 
Not at all 
‘1’ ‘2’ ‘3’ ‘4’ 
A great deal 
Worried 0 1 2 3 4 
Fearful 0 1 2 3 4 
Anxious 0 1 2 3 4 
Confident 0 1 2 3 4 
Hopeful 0 1 2 3 4 
Eager 0 1 2 3 4 
Angry 0 1 2 3 4 
Sad 0 1 2 3 4 
Disappointed 0 1 2 3 4 
Guilty 0 1 2 3 4 
Disgusted 0 1 2 3 4 
Exhilarated 0 1 2 3 4 
Pleased 0 1 2 3 4 
Happy 0 1 2 3 4 
Relieved 0 1 2 3 4 
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APPENDIX E 
Coping Strategies 
 
WAYS OF COPING 
Please indicate the extent to which you generally use the following items when 
coping with your partner’s chronic condition during the last month. There are no 
right or wrong answers we are just interested in your views. Please write a number 
from the scale below that best describes how you have coped for each of the items. 
 
 ‘0’ ‘1’ ‘2’ ‘3’ 
 Not used Used a great deal 
   
_____ 1. Went on as if nothing had happened. 
_____ 2. Talked to someone about how I was feeling. 
_____ 3. Wished that the situation would go away or somehow be over with. 
_____ 4. I expressed anger about the problem. 
_____ 5. Came up with a couple of different solutions to a problem. 
_____ 6. I tried to keep my feelings to myself. 
_____ 7. Didn’t let it get to me; refused to think too much about it. 
_____ 8. I asked a relative or friend I respected for advice. 
_____ 9. I daydreamed or imagined a better time or place than the one I was in. 
_____ 10. Took it out on other people. 
_____ 11. I made a plan of action and followed it. 
_____ 12. I tried to keep my feelings from interfering with other things too much. 
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_____ 13. Made light of the situation; refused to get too serious about it. 
_____ 14. Talked to someone who could do something concrete about the problem. 
_____ 15. Had fantasies or wishes about how things might turn out. 
_____ 16. Tried to get the person responsible to change his or her mind. 
_____ 17. I tried to see things from another point of view 
_____ 18. Kept others from knowing how bad things were. 
_____ 19.Tried to forget the whole thing. 
_____ 20. Talked to someone to find out more about the situation. 
_____ 21. Wished that I could change what had happened or how I felt. 
_____ 22. Tried to make myself feel better by eating, drinking, smoking, using drugs etc. 
_____ 23. Stood my ground and fought for what I wanted. 
_____ 24. Avoided being with people in general. 
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APPENDIX F 
Psychological Adjustment 
 
ADJUSTMENT QUESTIONNAIRE (DASS-21) 
Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much 
the statement applied to you over the past week. There are no right or wrong answers. 
Do not spend too much time on any statement. 
 
The rating scale is as follows: 
0 = Did not apply to me at all 
1 = Applied to me to some degree, or some of the time  
2 = Applied to me to a considerable degree, or a good part of time 
3 = Applied to me very much, or most of the time 
 
1. I found it hard to wind down 0 1 2 3 
2. I was aware of dryness of my mouth 0 1 2 3 
3. I couldn’t seem to experience any positive feeling at 
all 
0 1 2 3 
4. I experienced breathing difficulty (eg, excessively 
rapid breathing, breathlessness in the absence of 
physical exertion) 0 1 2 3 
5. I found it difficult to work up the initiative to do things 0 1 2 3 
6. I tended to over-react to situations 0 1 2 3 
7. I experienced trembling (eg, in the hands) 0 1 2 3 
8. I felt that I was using a lot of nervous energy 0 1 2 3 
9. I was worried about situations in which I might panic 
and make a fool of myself 0 1 2 3 
10. I felt that I had nothing to look forward to 0 1 2 3 
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11. I found myself getting agitated 0 1 2 3 
12. I found it difficult to relax 0 1 2 3 
13. I felt down-hearted and blue 0 1 2 3 
14. I was intolerant of anything that kept me from 
getting on with what I was doing 0 1 2 3 
15. I felt close to panic 0 1 2 3 
16. I was unable to become enthusiastic about 
anything 
0 1 2 3 
17. I felt I wasn’t worth much as a person 0 1 2 3 
18. I felt that I was rather touchy 0 1 2 3 
19. I was aware of the action of my heart in the 
absence of physical exertion (eg, sense of heart 
rate increase, heart missing a beat) 0 1 2 3 
20. I felt scared without any good reason 0 1 2 3 
21. I felt that life was meaningless 0 1 2 3 
 
 
 
 
208 
 
 
APPEDNIX G 
Study Screening Tool 
 
Name: 
 ___________________________________________________________________ 
 
 
SCREENING TOOL 
 
2 Complete a tool for each member of the couple 
 
Study title: Couples Coping with Chronic Conditions  
 
Date:
 ___________________________________________________________________ 
 
Participant #: _____________________         Couple 
#: ______________________________  
 
 
Thank you for [calling/ returning the consent forms].  
 
You and your partner are interested in participating in the study or you had some 
questions you’d like me to answer? 
 
[ANSWER QUESTIONS] 
 
Can I ask how did you hear about this study? RECORD_______________________ 
 
Have you read the Plain Language Statement and consent form thoroughly?    Y  / N 
 
So you understand that the study involves: 
Completing a questionnaire booklet four times over the next 12 months Y  /  N 
That both yourself and you partner would need to do a booklet every time  Y  /  N 
 
[IF YES, PROGRESS TO SCREENING QUESTIONS] 
 
SCREENING QUESTIONS 
 
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What I can do then is ask a few quick screening questions to ensure you meet the 
eligibility criteria. I’ll also need to ask these questions of your partner in a moment if 
that’s ok.  
Gender 
RESEARCHER RECORD Gender  1 Male 2 Female 
RESEARCHER RECORD: couple meets heterosexual relationship criterion  Y  /  N 
(go to end) 
 
Age 
[Mr/ Mrs/ Ms NAME], would you mind telling me your date of birth?  __________  
RESEARCHER RECORD: couple meets one person over 65 years criterion Y  /  N 
(go to end) 
 
Co-residing 
And you live in the same house as your partner, is that correct?   1 Yes 2 No 
RESEARCHER RECORD: couple meets co-residing criterion Y  /  N (go to end) 
 
Independent Dwelling 
Both you and your partner living in an independent home in 
community. (That is, you don’t live in supported 
accommodation).   
1 Yes 2 No 
RESEARCHER RECORD: couple meets living in an independent-dwelling criterion  
Y/ N (go to end) 
 
 
Chronic Condition 
And have you or your partner been diagnosed with a 
chronic illness or has a disability 
1 Yes – I have 
2 Yes – my partner has 
3 Yes – we both have 
4 No – (ineligible)  
 
IF BOTH ASK: would you consider your partner and 
yourself to be the ‘carer’ or the ‘care recipient’?  
 
1 I’m the carer 
2 I’m the care-recipient 
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IF NO ASK, who was most recently told they had a 
chronic illness or acquired a disability 
 
3 No 
 
1 I had the most recent 
condition 
2 My partner had the most 
recent condition  
Do you mind me asking what the condition or 
illness is (for care-recipient)? (If multiple ask for 
major or has biggest impact) RECORD and 
CONFIRM ELIGIBILITY  
 
 _____________________________ 
And can you tell me the date the condition or 
illness was diagnosed [APPROXIMATELY, IF 
CAN’T REMEMBER, I.E. WHICH MONTH] 
 
 
 ____________________________  
RESEARCHER RECORD: couple meets chronic condition criterion     Y  /  N (go to end) 
 
Can read and complete forms 
I’ll just confirm that there isn’t any reason why you couldn’t read, 
understand and or complete a paper questionnaire booklet?    
1 Yes 2 No 
 
RESEARCHER RECORD: couple meets can read sufficiently to complete forms criterion  
Y  /  N (go to end) 
 
Cognitive Impairment 
Have you or your partner ever been diagnosed with or do you 
suspect a cognitive impairment? 
1 Yes 2 No 
 
 
Is there any medical reason to expect that you or your partner 
will experience or develop a cognitive impairment over the next 
12 months? 
1 Yes 2 No 
 
 
RESEARCHER RECORD: couple meets no cognitive impairment criterion  Y  /  N (go to end) 
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Life expectancy > 12 months 
Neither yourself nor you partner have been advised that your life 
expectancy would be less than 12 months?  
1 Yes 2 No 
 
 
RESEARCHER RECORD: couple meets life expectancy less than six months criterion    
Y  /  N (go to end) 
 
RECORD 
This person would be considered the…    1 Caregiver 2 Care-recipient 
 
Thank you, those are all the screening questions I had.  
IF 1st MEMBER:  
I’ll just need to speak with your partner but it seems likely that are eligible for the 
study. If so, would you be happy for me to send you out the questionnaire booklet? 
The booklet will be sent separately to you and your partner and you’ll have reply 
paid envelopes to return them separately also. We are encouraging people to 
complete the forms independently of their partner.  
IF CONSENT FORM NOT ALREADY SENT: do you still have your consent form 
you were provided? [ IF NOT, RESEARCHER TO SEND ANOTHER] could you 
please complete this and return it with the questionnaire booklet.  
Thanks so much. I’ll speak with your partner, and obtain your mailing details from 
them. Please do not hesitate to contact me if you have any questions about the 
study. I wish you well.  
IF 2nd MEMBER: 
Yourself and your partner do meet the eligibility criteria for the study. Would you be 
happy for me to send you out the questionnaire booklet? 
The booklet will be sent separately to you and your partner and you’ll have reply 
paid envelopes to return them separately also. We are encouraging people to 
complete the forms independently of their partner.  
IF CONSENT FORM NOT ALREADY SENT: do you still have your consent form 
you were provided? [ IF NOT, RESEARCHER TO SEND ANOTHER] could you 
please complete this and return it with the questionnaire booklet.  
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Thanks so much. I’ll record your mailing details so I can send out the forms. 
[RECORD] Please do not hesitate to contact me if you have any questions about the 
study. I wish you well.  
Mailing 
address:
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
Residential postcode  _____________________________________  
 
ANY OTHER RESEARCHER 
NOTES
 ___________________________________________________________________ 
 ___________________________________________________________________ 
 ___________________________________________________________________ 
END.  
 
IF INELIGIBLE 
1. Advise of ineligibility 
2. Thank for interest in study and time 
  
[DESTROY FORM]   
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APPENDIX H 
Participant Information Sheet & Consent Form 
 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
DEAR:  RESEARCH VOLUNTEER  
 
Plain Language Statement  
Date: March 2012  
Full Project Title: Couples Coping with Chronic Conditions 
Principal Researcher: Dr Gery Karantzas 
Student Researcher: Charne Miller 
Associate Researcher(s): Associate Professor Ross King 
 
 
Australia’s population is getting older and more Australians are living with chronic 
illness or disability. More needs to be understood about how couples cope with 
chronic conditions to ensure the best possible supports are available.  
To date there has been limited research about how couples cope with chronic 
illness or a disability that considers the perspective of both members of the couple 
and examines their coping over time. We invite you to participate in a research 
study that is designed to address all of these gaps in our knowledge.   
Purpose: The purpose of this research study is to understand the impact of how one 
member of a couple copes with a chronic condition impacts on the coping and 
wellbeing of their partner. 
Method: Couples living independently in the community will be asked to participate 
in this study. We will be recruiting 200 couples or 400 people to participate in this 
study. Couples will be invited to participate if:  
x one member of the couple has been diagnosed with a chronic illness or has a 
disability 
x one member of the couple is aged 65 years or older.  
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Couples will be unable to participate if either member cannot give informed 
consent or complete the study questionnaires because they do not read English or 
have an existing cognitive impairment. We are only recruiting couples to participate 
in this research when both members have a life expectancy that is great than 12 
months and neither member of the couple expect to experience or develop a 
cognitive impairment over the next 12 months. Due to gender differences observed 
for couples living with a chronic condition we are including only heterosexual 
(mixed sex) couple in this study.  
Providing your consent: If both you and your partner agree to participate in the 
study, you will need to complete the informed consent form included in these 
materials. We do require both members of the couple to agree to participate in the 
study.  
What the study involves: Once completed consent forms have been received, each 
member will receive a questionnaire booklet four times over the next 12 months. 
You’ll receive one upon agreeing to participate in the study (Time 1), another 3 
months later (Time 2), and another 6 months after agreeing to participate in the 
study (Time 3). The final questionnaire will be sent 12 months after you first agreed 
to participate in the study (Time 4).  
These questionnaire booklets will take between 30-35 minutes to complete per 
person. They should be completely independently. That is the answers are your own 
and the form is filled out separately to that of your partner. The forms can be returned 
in reply paid envelope that will be provided.  
The questionnaire booklets include a number of validated measures of your current 
levels of stress, any care you are providing or receiving, your thoughts about close 
relationships, how you are coping generally, and your general wellbeing and 
adjustment. At Time 1 there will be some additional demographic and health status 
questions. At Times 2, 3 and 4 there will be questions about any changes to your 
living situation.   
Prior to each follow-up questionnaire being sent, you will receive a phone call to 
confirm your current mailing address and to answer any questions you may have.  
Withdrawing from the study: You retain the right to withdraw from the study at 
any time. You can choose to stop your participation in the study as well as request 
that any information collected about you is withheld from analysis. Participation in 
this research has no implications whatsoever for any health or social services you 
receive.  
Demand & risks of study participation: The most significant demand from 
participating in this study for you is your time completing the questionnaire booklet 
on four separate occasions and returning the booklets. While there is no payment 
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to participate in this study, we will ensure you do not need to meet any costs of 
postage by providing reply paid envelopes.  
Some people might find that completing the questionnaires raises feelings or 
thoughts which cause them some anxiety. Support services are available and can be 
accessed if this is the case for you through Carers Australia (1800 242 636) or 
Lifeline (13 11 14).  
 
Benefits of study participation: This study will be among the first collecting 
information and assessing the impact of both members of the couple at the same 
time. We expect this study to provide new insights about how couple’s cope with 
illness and disability that will help health and social services better support couples 
during these times. While the impact of the information generated by this study on 
health and social services may benefit you in years to come, there is no immediate 
other benefit to you from participating in this study.  
Your privacy and confidentiality: None of the information you provide during the study 
will be passed on or discussed with any other person including your partner. All 
responses will be treated confidentially. Only members of the research team will have 
access to the information provided.  
What happens to your information: Once your completed questionnaire booklet is 
returned, a study number will be written on the booklet and any other personally 
identifying information will be removed. No identifying information or names will be 
included in any research reports or publications.  The information collected in this study 
will be securely stored in a locked filing cabinet for a period of six years following the 
completion of the study or the date of the last publication arising from the study. After 
this time the information will be disposed of securely.  We expect to publish these results 
in one or more journals and present the findings at conferences where the information 
learnt can inform service development. 
How do I hear about the study results: When you have finished your participation in the 
study you will be asked if you want to receive a brief summary of the study findings. If 
you indicate that you want to be notified of the study results, you will be sent some 
information about the findings when they become available.  
Who has funded this study: This study is being conducted as part of a PhD degree. It has 
not received funding by a funding body. Deakin University will fund costs associated with 
stationary and postage. 
What do I do now? If you or your partner do not wish to participate in the study, or 
don’t fit the eligibility criteria, then you do not need to do anything further. Thank 
you for considering this study. The research team wishes you well.  
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If you would be willing to participate in the study or want more information before 
you decide, please either: 
1. Telephone Charne Miller on 0421 047 911.  Charne will call you back to reduce 
the cost of the call. OR 
2. Return the signed consent forms for yourself and partner in the reply paid 
envelope provided. Be sure to note down a contact telephone number. 
 
A researcher will speak on the telephone with both members of the couple, complete 
a screening tool, and if you are still willing to participate, then the first questionnaire 
booklets will be sent to yourself and your partner.  
If you have any difficulty contacting Charne, or wish to speak to another member of 
the research team at anytime you can also call Gery Karantzas on 9244 6959 or Ross 
King on 5227 8481. 
Complaints: If you have any complaints about any aspect of the project, the way it 
is being conducted or any questions about your rights as a research participant, 
then you may contact:    
The Manager, Deakin Research Integrity, Deakin University, 221 Burwood 
Highway, Burwood Victoria 3125, Telephone: 9251 7129, Facsimile: 9244 
6581; research-ethics@deakin.edu.au 
 
Please quote project number HEAG_H16_2012. 
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 PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  RESEARCH VOLUNTEER 
 
Consent Form 
Date: March 2012 
Full Project Title: Couples Coping with Chronic Conditions 
Reference Number: HEAG_H16_2012 
 
 
I have read and I understand the attached Plain Language Statement. 
I freely agree to participate in this project according to the conditions in the Plain 
Language Statement.  
I have been given a copy of the Plain Language Statement and Consent Form to 
keep.  
The researcher has agreed not to reveal my identity and personal details, including 
where information about this project is published, or presented in any public form.   
 
Participant’s Name (printed) …………………………………………………………………… 
 
Signature ……………………………………………………… Date  ………………………… 
 
IMPORTANT: Please provide a contact telephone number to enable a researcher to 
call you to conduct a screening telephone call and arrange for the questionnaire 
booklet to be mailed to you. 
 
Your contact telephone number:……………………………………………………………………… 
Please return this consent form in the reply paid envelope provided to:  
Charne Miller, 31 Alma Road, St Kilda, VICTORIA, 3012  
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APPENDIX I 
Participant Withdrawal of Consent Form 
 
 
 
PLAIN LANGUAGE STATEMENT AND CONSENT FORM 
 
TO:  Participant of the “Couples Coping with Chronic Conditions” Study 
 
 
Withdrawal of Consent Form 
Date: [INSERT] 
Full Project Title: Couples Coping with Chronic Conditions 
Reference Number:  HEAG- H 16_2012 
 
 
I hereby wish to WITHDRAW my consent to participate in the above research 
project and understand that such withdrawal WILL NOT jeopardise my relationship 
with Deakin University. 
 
Participant’s Name (printed) ……………………………………………………. 
 
Signature ………………………………………………………………. Date …………………… 
 
Please mail this form to: 
 Charne Miller,  
31 Alma Road,  
St Kilda, VICTORIA, 3012 
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Deakin University Human Ethics Advisory Group - Health 
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APPENDIX K 
RDNS Human Research Ethics Committee 
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